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EDITORIAL 


As materials from all over the world piled upon our desks, and 
while we went through the process of sifting and editing the wealth of infornm- 
ation which had reached us and eventually embarked on the task of drafting 
this sixth issue of the Review and Newsletter, we asked ourselves what kind 
of work, research, and data impressed us most as regards their significance 
for the development of transcultural psychiatry. 


Of obvious special interest is A. Sinclair's extensive survey of 
tribal peoples in Papua undergoing acculturation, which was carried out under 
the auspices of the Australian Government. Many more broad regional surveys 
of non-Western and culturally distinct groups are desirable. Much more would 
then be known of the relationship between culture change and mental illness, 
and new light would be thrown on the basic theoretical problem of whether the 
same or different illness entities are found crossculturally. 








Various abstracts of observations made in Africa and Asia touch on 
this basic issue of illness identity as well as deal with cultural variability 
in symptomatology. Four abstracts of articles concerning Suicide appear, 
showing that independently research workers in different countries have chosen 
suicide as an important area of research. We feel that crosscultural research 
in this field is particularly apt to be rewarding. 


Reports from "underdeveloped" regions in Africa and Asia indicate 
the importance of somatic factors in predisposing or causing mental ill health, 
as opposed to purely psychological or socio-cultural factors. Here diet, 
disease and climate play important roles. 





Considerations of space unfortunately compel us to make rather short 
summaries of exceedingly interesting and important, but very large, manu- 
scripts. We know we cannot do full justice to such materials in all our 
presentations and we hope that interested readers will, by direct contact with 
the authors, secure reprints. 


As Editors, we teke no responsibility for the views expressed by 
the contributors, which, as we fully realize, are of a controversial nature. 
We try not to tamper with these ideas but present them as concisely as poss- 
ible; but we do hope our readers will feel challenged to comment. 


We wish to extend our welcome to Dr. Jo. R. Rees, Director of the 
World Federation of Mental Health who has kindly agreed to join our Advisory 
Board. 











I GENERAL THEORETICAL ISSUES 


B. D. PAUL asserts that physicians must add the cultural dimension to the 
organic and psychological, if the patient is to be seen as he really exists. 
Pursuing this theme in a second paper, he points out that improving the en- 
vironment for better health is more than a matter of technology--the various 
beliefs and customs of the people must also be taken into account. In ah exan- 
ination of trends and apparent conflicts in United States society, D. LANDY 
concludes that American culture is dominated by such value orientations as: 
achievement, work, prestige, money and leisure. G. M. CARSTAIRS comments on 
problems posed by varying concepts of normality and abnormality in different 
ethnic groups, and the difficulty of psychiatrists in Europe and America in 
establishing rapport with patients of lower social classes. J. MEERLOO applies 
the term "mental contagion" to collective regressive behaviour induced by 
simple rhythmic gestures and sounds. 





MEDICINE'S THIRD DIMENSION, by Benjamin D. Paul, Boston, Massachusetts, U. Se Ao 
Journal of the National Medical Association, Vol. 48, No. 5, September 1956, 

PPo 323~325. 

Medicine now sees the patient in two dimensions, the organic and the psycho- 
logical. But if the physician wishes to see the patient as he really exists, 
the physician will have to add another dimension to his medicine--the cultural 
dimension. 

It might help Zulu witchdoctors to know more about organic medicine, but 
it would be less useful to teach them the concept of culture. They usually 
deal with a relatively homogenecus population so that their own outlook and 
intuition resonate reasonably well with those of the average patient. The 
situation is different for the American physician who, in view of the complex- 
ity of American society, works in a crosscultural setting without leaving the 
country. For this reason, and also to counteract the overemphasis on the 
laboratory sciences, it is highly desirable to convey the concept of culture to 


American medical students. To absorb the meaning of cultural dimension, med- 


ical students ideally need to have direct experience to give depth of under- 





standing, acquire concepts to structure their thinking, and discuss case 
studies to give range to the conception of cultural variation. They can get 
experience through properly supervised training programmes in comprehensive 
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medicine which bring them into the home and the neighbourhood. Anthropol- 
ogists can provide lectures on culture and related concepts. 

If recognition is given to organic medicine and psychological medicine, 
recognition might also be extended to "cultural medicine." It may be mislead- 
ing, however, to speak of three kinds of medicine. There should be one 


medicine with three dimensions. 





THE ROLE OF BELIEFS AND CUSTOMS IN SANITATION PROGRAMS, by Benjamin D. Paul, 
Boston, Massachusetts, U.S.A. American Journal of Public Health, Vol. 48, 
No. 11, November 1958, pp. 1502-1506. 





The basic principle emphasized in this article is that improvement of the 
environment for better health is not just a matter of technology; it may 
impinge on various beliefs and customs of people and lead them to reject 
such action. 

Man is not merely a biological and social animal, the author points 
out; he is also a cultural animal. Culture is a blueprint for social living 
and acts as a selective device for perceiving and understanding the outer 
world. "Ordinarily people are unaware that culture influences their thoughts 
and acts. They assume their way is the way or the ‘natural’ way. Interacting 
with others in their own society who share their cultural assumptions, they 
can ignore culture as a determinant of behaviour; as a common denominator, it 
seems to cancel out. An engineer can construct health facilities in his home 
area without worrying too much about the cultural characteristics of the 
people who will use the facilities. Sharing their habits and beliefs, he has 
in effect taken them into account. But in another country with another cul- 
ture, his assumptions and those of the residents may not match so well." 

Observed differences between cultures are easy to misconstrue. The 


Author cites three kinds of misinterpretation that are common. First, there 
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is a tendency to suppose that members of other societies have odd beliefs and 
habits, while one's own is relatively free from cultural peculiarities. A 
second facile assumption (by Americans) is that the ways and ideas of one's 
own society are more advanced than those of other societies, particularly the 
technologically underdeveloped countries. While some aspects of culture, 
notably scientific knowledge and technical skills, can be measured and ranked, 
many aspects of culture, including language,aesthetics, moral codes, and reli- 
gious values, lie beyond objective rating for want of a culture-free standard 
of measurement. Finally, there is a tendency to view customs and beliefs as 
isolated elements rather than as parts of a system or pattern. "The linkages 
between the parts of culture may be loose or tight, and connections are not 
always apparent upon first inspection, but it frequently turns out that people 
cling to a particular practice or belief not merely because it is familiar and 
traditional but because it is linked to other elements of the culture. Con- 
versely, a change effected in one area of the culture may bring with it un- 
expected changes in other areas or may result in awkward dislocations...." 
The author suggests that the United States would have more success in 
exporting its technical means for improving the world's health if these means 
were divested of values and other cultural trappings that accompany their use 
in the American scene. Cultural anthropology and other social sciences are 
rapidly being introduced into schools of public health in the United States 
with the expected result that health workers will become more skilled at 
perceiving their own cultural contours and will better understand foreign 


cultural contexts. 





CULTURAL ANTECEDENTS OF MENTAL ILLNESS IN THE UNITED STATES, by David Landy, 
Boston, Massachusetts, U.S.A. The Social Service Review, No. XXXII, No. 4, 
December 1958, pp. 350-361. 





This paper attempts to utilize concepts from psychology, sociology and anthro- 
pology as bases for examination of trends and apparent conflicts in United 
States society and of the manner in which they seem to be embedded in the 
psychoses and neuroses of hospitalized patients. American culture is viewed 

as dominated by such value orientations ass achievement, work, prestige, 

money and leisure. American culture also produces such effects as the isolation 
of the individual and of the conjugal family, loss of social and personal 
identity and importance of peer-group control. 


1, At¢hievement: Americans apparently live in an "achievement"-dominated 





society. Feelings of inadequacy, quite apart from particular relationships 
with parents and other relevant persons, may begin early in life. A man is 
expected to have talents and skills and "get ahead." The similar drive for 
achievement among women produces conflicts for them in their sex roles. This 
achievement orientation also produces stresses in old age when loss of power 
to achieve is felt. 


2 Work, money and social success: Culture change seems to be re- 





orienting the former powerful drive to "work" in the direction of its oppo- 
site--leisure time activities. Many Americans are interested in work, not 
for its own sake, but as a means of acquiring better material things of life, 
as well as the insignia of social prestige. Emotional problems can derive 
from a sense of failure in the race for achievement and in the difficulty in 
accepting a felt failure (i.e. in being a "social" failure). 


3. Social and personal identity: Self-hatred of members of a dis- 





esteemed ethnic or racial minority is caused by their being caught between 


two cultures. American Jews, Negroes and foreign-born may develop feelings 
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of persecution in proportion to the extent to which they cannot gain access 

to one culture, or achieve accomodation and happiness in another. Rapid pootal 
and cultural change is also causing confusion as to personal identity. Conflict 
and misunderstanding occur between generations of parents and children when the 
experiences of parents are not useful guides to behaviour due to radical changes 
in the environment. 

4. The family and its surrogates: Increasing urbanization and indus- 
trialization are isolating the nuclear family from relationships with the ex- 
tended family in the Us. Individuals are becoming isolated or at least showing 
weakening of interpersonal relationships as occupational roles become highly 
specialized. Formalized groups such as fraternal, religious and welfare 
organizations apparently fail to take the place effectively of the family in 


offering emotional or financial support. 





SOME PROBLEMS OF PSYCHIATRY IN PATIENTS FROM ALIEN CULTURES, by G.M. Carstairs, 
London, England. The Lancet, June 7, 1958, pp. 1217-1220. 





The author focuses upon two major problems in psychotherapy: (1) the varying 
concepts of normality and abnormality in different ethnic groups, and the 
resulting difficulty of psychiatrists of alien cultures to understand fully the 
motivations and behaviour patterns of their primitive patients; and (2) the 
similar difficulty of psyehiatrists in Europe and.America to establish a 
rapport with patients of the lower social classes. 

, Basic misunderstanding of alien cultures has given rise to many mis- 
conceptions of the prevalence, or rarity, of mental illness in primitive 
ethnic groups. 

Carstairs concludes that although there seems to be no social group 
which is immune to psychoses, the relative incidence of its major forms may 
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be quite different in different societies. He quotes from his own experience 
of practising medicine in India. In a village of 2,400 he was aware of only 
one case of severe depression in a year's time. In Leicestershire, England, 
at least 12 such cases could be expected over the same period. Psychotic 
depression seems also notably absent among Africans of Kenya and Union of 
South Africa. On the other hand, some forms of insanity seem peculiar to 
particular cultures, such as the running amok of the Malay, the witigo among 
North American Arctic Indians, or the utukwasa of the Cape Bantu. 

It seems that each society lays particular emphasis on one or another of 
the many possible patterns of human behaviour. To the average man, the demands 
of his own society seem right and natural, while those of an alien society-- 
especially if it is more primitive--seem full of nonsense, unreal and wrong. 
Psychiatrists working among ethnic groups foreign to their own culture are 
becoming more and more aware of the need for establishing norms which are 
generally recognizable. More and more African, Indian, and psychiatric 
students from other countries are seeing the need for a cultural dimension in 
psychiatric diagnosis and suspect that a medical curriculum modeled strictly 
on Western lines may not adequately prepare them for practice in their own 
countries. 

While practising in India, Carstairs found that local "healers" frequent- 
ly performed a real service in allaying the fears and anxieties attending 
serious physical illnesses such as dysentery, typhoid, smallpox and pneumonia, 
although they might make no progress whatever in influencing the course of 
the infection. He had frequent misunderstandings with patients because the 
latter would refuse to divulge to him their real fears since, being a white 
sahib, he obviously could not understand such things. They depended in such 
cases entirely upon their local healers. 
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Carstairs points out that this inability of a doctor to establish com- 
plete rapport with a patient of an alien culture finds a similarity in our own 
society where doctors, and particularly psychiatrists, find it difficult to 
reach an understanding with patients of lower socio-economic levels. He refers 
to the work of Hollingshead and Redlich (1958), who showed that treatment accord- 
ed to patients attending the same psychiatric clinic was related more closely to 
the patient's social class than to his mental condition. Their work disclosed 
that sharp differences in social and economic environment, as between the 
psychiatrist and patient, created a barrier to understanding the other's 
language or different sense of values. 

The author says that this gulf of incomprehension can be laid partly 
at the door of psychoanalysis. He believes that because Freud's discoveries 
were made in the course of treating patients from a restricted social class, Freud 
and some of his followers tended to over-generalize their theories to include 
all sorts and conditions of men. It may be true that the mental mechanisms are 
the same in patients of different social groups, but the experiences on which 
they work may well be significantly different. 

Carstairs points out that Freud himself was not unaware of this, and 
he quotes from a letter by Freud written in 1883: "...one might show how ‘das 
Volk' judges, believes, hopes and works quite otherwise than we do. There is 


a psychology of the common man which is somewhat different from ours." 





MENTAL CONTAGION, by Joost A. M. Meerloo, New York City, N. Yo, Uo Se Ao 


American Journal of Psychotherapy, Vol. XIII, No. 1, January 1959, pp. 66-82. 


Mental contagion refers to outbreaks of psychoneurotic episodes which involve 
large numbers of persons who get caught in a chain reaction that triggers off 
regressive responses. A good example is the "dancing mania" following the 
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epidemic of plague in Germany in the loth century. Mass “imitative compulsions" 
are forms of mental contagion. These phenomena are perfect examples of psycho- 
logical disorders without evidence of organic involvement. Certain innate bio- 
logical signals, which are archaic (foetal and infantile) forms of reactions, 
can be activated by simple rhythmic movements, sounds, and verbal inflections. 
Thus, in many primitive religions a mood of communal participation and group 
identification is produced by rhythmic dancing. In modern societies archaic 
Signals and gestures are still operative in the ferns of flags, ritual ges- 
tures (salutations), slogans producing unconscious identification. 


The Universal Imitation Compulsion: People are compelled to imitate 





what others act out when such behaviour takes the form of archaic movements; 
@efo, aS a response to fear, Malays may follow the first person they meet, 
imitating him passively. Others may join in this anxious imitation compulsion 
until an entire group moves in rhythmic automatic imitation. A European ex- 
ample is the similar reaction of automatic imitative behaviour among people 
who survived bombing or confinement in concentration camps. 


Submission to Mental Contagion: Isolation, loss of contact with other 





ideas, will make one prone to delusions and aggressive behaviour. “Brainwash- 
ing" is an example, where isolation and sensory deprivation alone may completely 
confuse man's orientation. 


Mental Contagion and Somatic Epidemics: The author speculates on a 





possible relationship between the 'flu' epidemic of 1957 and high anxiety level 
arising from international tensions. Statistics show that colds and grippe 
occur most often on a "Blue Monday." This may be due to an unconscious desire 
to use symptoms as a means of escaping from worries and conflicts. 


Protection against Mental Contagion: The only protection possible is in 





giving man the utmost freedom in the exchange of ideas and communication with 
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others. 
000 


II RESEARCH, OBSERVATIONS 


l. Asia 


SIN-ITI ASAYAMA reports that the influx of American soldiers into Japan during 
the Korean War years has wrought change in sexual and social customs of adoles- 
cent Japanese males; physical sexual development is about the same in both eth- 
nic groups. M. OHMURA and H. SAWA discuss the problems of standardizing Tay- 
lor's Manifest Anxiety Scale (MAS) on Japanese populations. M. MARUYAMA puts 
forth several hypotheses regarding the Japanese proclivity for sucking air 
through the teeth during conversation. Several questions are framed by 

K. SATO and T. SONOHARA in a proposal for an international study of suicide. 

P. M. YAP finds that the suicide rate in Hong Kong is comparable to that in 
Western countries and that there is no discernible Chinese pattern of suicide. 
ENG-KUNG YEH reports research carried out by Dr. Tsung-yi Lin among native 
Taiwanese and immigrated mainland Chinese which discloses differences in blood 
pressure according to social class. 


COMPARISON OF SEXUAL DEVELOPMENT OF AMERICAN AND JAPANESE ADOLESCENTS, by 
Sin-Iti Asayama, Osaka, Japan. Psychologia, 1957. Vol. 1, ppe 129-131. 








Data for Japanese adolescents were obtained from two surveys, one in 1948 of 
1482 adolescents, and the second in 1952-53, an intensive study of 698 boys and 
936 girls of high school age. The figures are compared with those of Americans 
in the Kinsey Report. The questionnaire method was used, as against Kinsey's 
use of the interview. The questionnaire consisted of 210 questions covering 
19 different aspects of sexual activity. 

There is very close similarity between Japanese and American adoles- 
cents in the upward curve of nocturnal emissions; ejaculation appears to start 
about a year earlier among Americans. Menstruation also appears to start earl- 
ier among Americans. Sharp differences in upbringing and social concepts are 
reflected in first experiences with sexual contact (kissing and petting). 

About 90% of the Kinsey samples reported such experiences by the time they were 


18, whereas less than 20% of the Japanese had had the same experience. About 
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70% of the Kinsey male samples said that they had had sexual intercourse by 
the time they were 18, whereas less than 10% of the Japanese so reported. 
About 20% of American girls had experienced the sex act by the time they were 
18, while less than 5% of Japanese girls so reported. 

The influx of American soldiers to Japan, together with American films 
and behaviour patterns, is apparently reflected in the sudden desire of Jap- 
anese adolescent males for more sexual activity, as between the years 1948 
and 1952-53. The same upturn, however, is not disclosed by adolescent 
Japanese females. 

The onset of the sexual urge in Japanese males appears to reach its 
climax at 18, and between 21 and 22 in females. This conforms, generally 


speaking, with the Kinsey report. 





TAYLOR'S ANXIETY SCALE IN JAPAN, by Masao Ohmura and Hidehisa Sawa, Tokyo, 
Japan. Psychologia, 1, 1957, pp. 123-126. 


This is an outline of research on Taylor's Manifest Anxiety Scale (MAS) in 
Japan, briefly describing attempts to standardize the test on Japanese pop- 
ulations. MAS was introduced to Japan in a study of frustration published 
by M. Saji in 1944. 

H. Sawa reported in October 1955 a study of MAS in which he compared: 
(1) the anxiety grade of Japanese female university students with that of 
American students and Japanese male students; (2) the anxiety grade of tuber- 
culous patients with normals, in which the patients were classified as iso- 
lated and not isolated; and (3) the anxiety grade of schizophrenics and de- 
linquent boys with groups (1) and (2). Sawa found that Japanese female 
students show significantly higher anxiety scores than the American students 
and male Japanese students. Anxiety scores of tuberculous patients differ 
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significantly according to whether they lead isolated or not-isolated lives. 
The isolated group scored very low, which possibly can be explained by an 
attitude of resignation or by recovery of peace of mind as a result of living 
apart in a hospital for two or three years. The not-isolated group revealed 
high anxiety scores, which may be characteristic of persons in a marginal zone 
between the confined and the free regions. Scores for schizophrenics were the 
lowest and those for juvenile delinquents approximated the scores of the female 
students. 

A number of studies of MAS published in Japan in 1956 and 1957 are 
cited, revealing considerable interest in Taylor's scale in that country. 

Among the problems relating to the application of MAS to Japanese 
populations is the clarification of certain items of the scale. Im particular, 
items of negative expression have proved difficult for the Japanese to answer. 
This has led Ohmura and Sawa to adopt a revised form embracing only items of 


positive expression. 





AN OBSERVATION OF SOME JAPANESE BEHAVIOUR, by Magoroh Maruyama, Berea, Kentucky, 
U. S. Ae 1959 (Mimeographea) —S~S 
It is generally believed by Westerners that "sucking air in through the teeth 
during conversation" among the Japanese is a sign of politeness. 

The author would like to suggest another hypothesis. In Japan sucking 
is an important mode of food intake. A Japanese sucks in hot soup from a cup 
or a bowl, often making audible noise. He sucks in tea from a teacup rather 
than gulping the tea. He sucks up noodles ("udon" as well as "soba"), and the 
amount of noise he makes is in proportion to his appreciation of the food. When 
the food taken into the mouth is too hot, as is often the case, he cools the 
food by sucking air in. 
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Whereas in Bali the eating act is not regarded as pleasurable, eating is 
regarded as enjoyable in Japan. 

Interpersonal relations in Japan are often strained. Conversations often 
give rise to feelings of ill ease. Only when the individual feels himself 
identified with his family group and his country does he feel at ease and 
secure. When not operating in this framework he feels awkward and embarrassed. 
There are several ways of dealing with this awkwardness. If one's status is 
superior to one's company, one may cover up felt awkwardness by putting on a 
facade and a show of officiousness. In treating equals or superiors, awkward- 
ness is expressed in various forms: jerky movements, laughter, sucking of air, 
etc. The person who chuckles does not deride the other person but tries to 
relieve his own internal tension. Sucking of air in this situation may be 


regarded as a regressive oral gratification. 





A PROPOSAL FOR AN INTERNATIONAL STUDY OF SUICIDE, by Koji Sato and Taro 





Sonohara, Kyoto, Japan. Psychologia, 1, 1957, ppe 71-73. 
Highest rates of suicide exist in Japan, Denmark, Switzerland and Austria. 
The female-male ratio is highest in Japan. The suicide rate of adolescents 
in Japan has become the highest in the world, though during the War and just 
after the War it lowered considerably. Seasonably, the suicide rate is 
highest in May and July, with a dip in June. The number of family suicides 
and double suicides in Japan may be the largest in the world. 

The authors pose the following questions to fellow scientists in 
other countries: 

(1) Why has the suicide rate in Switzerland been so high since the 
beginning of the century? 

(2) Why has it increased so much in Denmark during the last 35 years, 
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especially among females? 

(3) Why was it so high in Germany and Austria from 1925 to the outbreak 
of the War and has somewhat decreased since then? 

(4) Why has the suicide rate decreased in France during the last 30 
years and in the United States since 1949 and especially recently? 

(5) Why is it mch lower in Norway than in Sweden? 

(6) Why is it so low in Holland as compared with Germany, Belgium and 
Denmark? 

(7) Why is it low in Italy and Spain and extremely low in Ireland? 

(8) What is the situation in India, China and U.S.S.R.? 

(9) What are the seasonal differences in suicide rates in countries 
other than Japan? 
(See also in this issue SUICIDE IN HONG KONG, by P. M. Yap, page 14; CULTURE AND 
MENTAL DISORDER: A STUDY OF ATTEMPTED SUICIDE, by Eli Robins and Patricia O'Neal, 


page 64; and A DESCRIPTION OF THE DANISH NATIONAL CHARACTER BY A DANISH SCIEN+ 
TIST, by Erik Schiédt, page 69.) 





SUICIDE IN HONG KONG With Special Reference to Attempted Suicide, by P. M. Yap, 
Hong Kong, China. Hong Kong University Press (Oxford University Press), 1958. 
100 pp. 
A aocio-statistical study was made of suicide and attempted suicide in Hong 
Kong between June 1953 and December 1954. The following facts were established: 

(1) The crude suicide rate per 100,000 total population for 1955 was 
12.0%, and the rate per 100,000 aged 15 and over was 23.5% In comparison with 
other countries, this was neither high nor low. 

(2) The urban suicide rate was higher than the rural rate. 

(3) The curve for specific age and sex rates both in suicide and 
attempted suicide are comparable to those found for Western countries. But the 


female suicide curve rose after menopause and the attempted suicide curve rose 
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after the fifties’. Unlike Western countries, but like Ceylon and Japan, 

the total female rate was more than half the male. In traditional Chinese 
society (e.g., Peking for 1917) the male and female suicide rates were very 
high in the young (especially young women) and both were lowered with in- 
creasing age. However, in the Chinese of the U.S. (1949-1951) the male curve 
increased with age, while the female curve fell after menopause. 

Thus, there is no special Chinese pattern of suicide, and the curves in 
Hong Kong, like those for Chinese of Singapore, are probably characteristic 
only of marginal Chinese in Southeast Asia undergoing rapid modernization. 

The suicidal acts of men were more likely to be fatal than those of 
women. 

(4) A clear relationship between the political and economic upheaval in 
China and the post-war rise of the crude suicide rate in Hong Kong could be 


demonstrated. 


(5) Suicide cases were significantly more numerous among the widowed 
and divorced. 

(6) Rates for suicidal acts were highest for the unemployed and those 
subject to insecurity and uncertainty (businessmen, entertainers and prosti- 
tutes). Lowest rates were found for police, farmers and fisherfolk. 


(7) Precipitating causes: Insanity, 7.8% of suicides and 2.5% attempted 





suicides; somatic illness, 27.9% of suicides and 11.3% attempted suicides. 
Economic stress combined with somatic illness, and interpersonal conflict were 
of great importance. The former contributed to as much as 56.4% of suicides 
and 44.0% attempted suicides; and the latter, 17.4% suicides and 38.4% 
attempted suicides. Women were more prone to attempted suicide from inter- 
personal conflict. Poverty, unemployment and illness were important precip- 


itating causes in aged persons of both sexes. 
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(8) The number of suicides reached a peak in June, as has been found 


for European countries. 


Problem of unconsummated suicide: Attempted suicide cannot be wholly 





identified with spurious suicide intended as a threat. There apparently ex- 
ists a state of morbid tension in persons subjected to acute frustrations by, 
or aggression from, other persons, which Yap calls hypereridism. It leads to 
impulsiveness and inefficient execution of the suicidal act and to failure in 
the attempt. The young and women generally show this hypereridism in which 

the subject cannot control or direct his own aggressive tendencies (eege,y young 
women in traditional Chinese culture). 

‘Hypereridism: Persons predisposed to exhibit hypereridism may appear to 
be of the aggressive, psychopathic, constitutional type; but in studying the 
condition crossculturally, the prevailing level of frustration tolerance must 
be understood for each culture. 

Amok: The Malaysian “amok" is interpreted as a condition of hyper- 
eridism in which suicide merges into homicide. Amok is not, then, aggressive 
excitement provoked by psychosis. For a diagnosis of pathological aggressive- 
ness in an individual, a low frustration tolerance not in keeping with the 
cultural norm has to be demonstrated. Among the Malays there is a general 
low tolerance to frustrating situations. 

(See also in this issue A PROPOSAL FOR AN INTERNATIONAL STUDY OF SUICIDE, by 
Koji Sato and Taro Sonohara, page'13; CULTURE AND MENTAL DISORDER: A STUDY OF 


ATTEMPTED SUICIDE, by Eli Robins and Patricia O'Neal, page 64; and A DESCRIPTION 
OF THE DANISH NATIONAL CHARACTER BY A DANISH SCIENTIST, by Erik Schigdt, page 69.) 





‘RESEARCH ON HYPERTENSION. Dr. Eng-Kung Yeh of Taipai, Formosa reports on 
research carried out by Dr. Tsung-yi Lin among native Taiwanese as compared 
with immigrated mainland Chinese. Letter of February 4, 1959. 


"6421 males and 3308 females, 9729 in total, were investigated in July and 
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August 1954. 

"Through home visits, apparently healthy inhabitants over the age of 
15 were investigated. The items of investigation were: measurements of 
height, weight, systolic and diastolic blood pressure of both arms in 
sitting positions; age; sex; domicile; date of migration; occupation; 
education; history of kidney disease, heart disease, venereal diseases and 
diabetes; number of pregnancies; diet; socio-economic status; housing; 
information regarding urbanization; size and type of family; siblings; 
marital status and adjustment; number of children; history of previous 
mental disorder. 

General Findings. 

"(1) The systolic and diastolic blood pressure of the male were gen- 
erally higher than those of the female up to 35 years, but this difference 
became less after the age of 35. Between the ages of 40 to 54, the female 
showed higher systolic blood pressure than that of the male. 

" (2) Taiwanese showed higher systolic blood pressure in both sexes and 
higher diastolic blood pressure than Mainlanders. 

" (3) Americans showed significantly higher readings of systolic and 
diastolic blood pressure up to the age of 45, but the differences became 
less and almost negligible thereafter. 

Specific Findings. 

" Using standard scores, the following were found: 
(1) Taiwanese males 

" There was no significant difference in systolic blood pressure between 
representatives of upper and middle classes, but both had higher blood 
pressures than members of the lower class. Increase in diastolic blood 
pressure corresponds with rise in socio-economic class, from low to middle 
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to upper class. 
(2) Taiwanese females 

" No significant difference in both systolic and diastolic blood pressure 
between upper and middle class was found, but rates in both classes were higher 
than in the lower class. 
(3) Mainlanders 

" In both males and females the diastolic blood pressures of members of 


the upper and middle classes were higher than in members of the lower class." 





2. India, Southeast Asia, Australia 


M. Vo. GOVINDASWAMY reports on the gravity of mental illness in India and the 
significance of certain changes in cultural values. According to R. S. GREWAL, 
the commonest type of disorder admitted to a Burma mental hospital is a violent 
form of manic-depressive psychosis; schizophrenia in Burma is characterized by 
relative rarity of catatonic and simple types. H. B. M. MURPHY concludes that 
differences in delinquency rates and patterns between three ethnic groups in 
Singapore (Chinese, Malay and Indian) can best be explained in terms of cultural 
factors. A comprehensive survey of mental health in Papua and New Guinea has 
been carried out by A. SINCLAIR. Based on field and clinical study, his report 
stresses the importance of assessing the individual and his behaviour in rela- 
tion to his culture and environment. Pressures inherent in native culture and 
pressures superimposed by Europeanization are considered. 


SOME PROBLEMS OF MENTAL AILMENTS IN INDIA, by M. V. Govindaswamy, Bangalore, 
India. Journal of the All-India Institute of Mental Health, Vol. I, No. 2, 
July 1958, pp. 1-6. 








Problems of mental illness in India are both manifold and grave. Some of these 
problems are: the high incidence of mental defectives and epileptics; social 
pathology (crimes, suicides, juvenile delinquency); alcoholism; and such diseases 
as high blood pressure, various skin disorders, cardio-vascular conditions; and 
chronic emotional stresses. 

The author divides common types of mental disorders into five categories: 
(1) disorders due to head injuries; (2) encephalitis and other infections; (3) tox- 
ic psychoses; (4) functional types of disorders; and (5) the epilepsies. 
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Reference is made to certain cultural considerations: 

(1) Such inversions of emotional expression as laughter as a sign of 
grief and apparent unconcern as a sign of anger are commonly encountered 
among Indian patients. 

(2) Workers in Kenya, Nigeria and the Gold Coast have stated that the 
incidence of schizophrenia among Africans is very low; paranoid forms are 
associated with Buropeanization, i.e., detribalization; depressions are very 
rare. In India, schizophrenia is very common and so are depressions, but it 
is also true that a large number of depressed patients are not brought to 
hospitals and are retained at home. 

(3) Familial relationships in India are intensely strong. Brothers 
accept without question the responsibility for widowed or unmarried sisters. 
Often the presence of a widowed sister creates unpleasant domestic friction 
among newly-weds. 

(4) The elders of the family are held in great sosmanhiie. Consequent~ 
ly, isolation of the aged is rare, which, along with a short life expectancy, 
may partly account for the smaller number of mental illnesses in the elderly 
than in the West. The care of the senile is not much of a problem in villages 
but it is becoming a serious problem in cities, owing to restricted accomoda~ 
tion and a competitive way of life. In agricultural communities the male 
head of the family is losing his authoritarian position: the unity of the 
joint-family is broken up by migration of the sons to cities and by the de~ 
creasing interest in farming and agriculture. 

As the culture changes its values, simple religious ideas and beliefs 
and intense family loyalties are gradually disappearing, being replaced by 
what the author calls the tyrannies of modern existence: tyranny of the 
Measurable (intense longing for power and materialistic possessions), tyranny 
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of Mediocrity, tyranny of Time, tyranny of the Commonplace Affection, tyranny 
of the Spoken and Written Word (slogans) and tyranny of Caste (in the South). 
Emancipation of women is another of the changes responsible for a great deal of 


neuroses and restleseness in young men and women of the community. 





MENTAL DISORDERS IN BURMA, by R. S. Grewal, Rangoon, Burma. Dr. R. S. Grewal 
is preparing a thesis on mental disorder among Burmans and has kindly let us 
see the draft. Among the more interesting of his observations are the following: 





The commonest type of disorder admitted to Tadagale Mental Hospital in Burma is 
a violent form of manic-depressive psychosis with excitement, hallucinations of 
persecution or of a sexual nature, cheerfulness, obstinate constipation and 
eventual exhaustion. "Onset appears to have some relation to the phases of the 
moon," and outcome does not appear to be much better than in cases presenting a 
schizophrenic picture. 

General paresis also is common and presents some peculiar features. Of 
these the most notable is the fact that the number of female admissions equals 
that of male, although for mental hospital admissions generally females are only 
half as frequent as male. The average age of onset seems earlier than in most 
other countries; cases still show the classic grandiose ideas, elation, and 
slurring of speech; but onset, or at least hospitalization, is often marked by 
epileptiform attacks. Unlike most other parts of the world, the condition appears 
to be increasing in Burma; for it is still a fashionable belief that manhood is 


not attained until one has contracted venereal disease, and the cases constitute 





almost a quarter of all admissions. 


Schizophrenia is characterized there by the relative rarity of catatonic 






and simple types, the commonest traits being delusions of persecution, initial 






agitation, echopraxia, contra-suggestibility and stereotypy. Average age of onset 








appears to be relatively late, by Asian standards, and where it is late prognosis 
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is relatively good. As elsewhere, an acute onset is of better prognosis than 
an insidious one; the asthenic body-type predominates; emotions are shallow, 
and bizarre behaviour is typical. E.C.T; often seems to produce good results. 
In Dr. Grewal's opinion, factors in the Burmese scene which encourage 
mental breakdown are the low Vitamin B, in the diet, the rice cultivation cycle 
with its long periods of idleness, the high prevalence of venereal disease, 
gambling, and the present political insecurity and banditry in many areas. 
Since mental hospitals are so few, most of the care of the mentally sick falls 
to Buddhist monks or traditional physicians, whose methods appear not dissin- 


ilar to certain Western schools. 





ETHNIC VARIATION JUVENILE DELINQUENCY, by H. B. M. Murphy, New York City, 
N.Y, Ue So Ae Unpublished 


A curiously neglected aspect of delinquency in the United States today is the 
marked difference which ethnic or cultural minorities show with respect to 
Juvenile Court appearances and commitments. Hypotheses have been forthcoming 
for those situations where a minority has a higher apparent rate than the 
majority (e.g., Negroes), but virtually no serious study has been made of the 
reverse situation (eege, Japanese-Americans) or of the variation as a general 
phenomenon. It is this general phenomenon which the present study seeks to 
explore and to explain, using material from a location (Singapore) where eth- 
nic or cultural groups are sharply distinguished but where none are burdened 
with inferior status and where minority consciousness is not important. 

The presenting problem was one of Court statistics, and the relevance 
of these to delinquency has been challenged. 

A description is given of the Singapore scene, of its ethnic groups; 
juvenile delinquency material is presented. For each of the three main 
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ethnic groups--Chinese, Malay and Indian--a sketch of the local cylture with 





special reference to adolescence and the socialization process is made; quo- 
tations are given from privately colledted adolescent autobiographies; and 
certain common features in their social experience are also noted. A major 
source of information was provided by 1100 coded records of adolescents about 
whom the Juvenile Court had sought special background information prior to 
trial. This information was called for to clarify the nature of delinquency. 

On first examination the Chinese and Malays prove to have very similar 
incidence rates while the Indians have a much higher one, but when this is 
divided by sex further differences appear. These basic rates are then analysed 
regarding: type of offense, age incidence, income level, social class incidence, 
frequency of broken homes, and geographic distribution. None of these variables 
suffice to explain away the difference between the Indian delinquency rate and 
others. Instead, further differences eqpent: ant the initial similarity between 
the Chinese and Malay rates proves to be largely illusory, especially if one | 
takes into consideration certain data on crime incidence between the ages of 16 
and 20. 

Explanations in terms of frequency of broken homes, social class struc- 
ture, etc. having failed, there remain to be examined explanations in terms of 
anomie and of culture. Certain data would be favourable to either hypothesis. 
However, when the anomie concept is examined more closely (and four different 
versions of it are considered), then it is found that in no case do the delin- 
quency patterns coincide with what would be expected from the degree of anomie 
in different sections of the three ethnic groups. On the other hand, when an 
attempt is made to explain each ethnic group's delinquency pattern in terms of 
a few basic aspects of their own cultures, then the findings do correspond more 
closely to expectations. In other words, it is concluded that the differences 
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in delinquency rates and patterns between different ethnic groups in Singapore 
are better explained in terms of culture than in any other way. It is suggested 
that in the United States this may also be true, i.e., that delinquency there 
may in part be culturally determined. The relevance of this is particularly 
great for prevention, since it is suggested that marked reduction of juvenile 
delinquency may not be possible without some change in certain basic cultural 
teachings. 

It is shown that the influence on delinquency of social class, of sex 


roles, and the impact of the loss of either parent is culturally determined 


and variable. 





REPORT OF A FIELD AND CLINICAL SURVEY OF THE MENTAL HEALTH OF THE INDIGENES 
OF THE TERRITORIES OF PAPUA AND NEW GUINEA, by , Alexander Sinclair, ir, Victoria, 
Australia. 1957 (Mimeographed) 


The purpose of the survey was to make a three-month field and clinical study 











of mental health and to report ons: (a) The mental disease pattern prevailing 
in Papua and New Guinea; (b) the effect of culture contact on this pattern; 
(c) plans to improve the mental well-being of all the inhabitants of the 
Territory; and (d) an organization necessary to promote mental health. 

The concept of mental health guiding the survey stresses the importance 
of assessing the individual and his behaviour in relation to his culture and 
environment. The survey attempts to interpret the behaviour of the indigenes 
as reactions to: (a) pressures inherent in their native culture; (b) pressures 
which have been superimposed by Europeanization. 


Native "Personality." Some general patterns of behaviour seem to be 





characteristic of these native peoples (though individual variations are easy 
to demonstrate, and it should not be thought that each tribe can be character- 


ized by some simple all-important or outstanding single trait). 
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(1) ession: appears to be quantitatively much the same as in Europeans; 


(2) Sensitivity in interpersonal selations leading to cautiousness, sus- 





piciousness and wariness; 

(3) _Preoccupation with revenge; 

(4) Ability to love: In contrast to Europeans, the native does not 
appear to practise techniques of unrealistic or superficial affectional con- 
tact, thereby appearing to lack "true affection." The native response system 
is culturally different and does not imply lack of deep feelings which are ex- 
pressed in realistic contexts. He doés not have European "emotional gestures;" 
@ege, the death rituals are formal, prolonged and heavily emotionalized, but 
once over, natives show no signs of continued painful retrospective speculation 
and regrets. 


(5) Reliability and consistency: Natives seem to Europeans to be un- 





reliable and inconsistent and lacking in planning ability. This is a culture 
difference in concepts of time, goal-directed behaviour and the ends and means 
of action. 


(6) Lack of ability to function at a conceptual level: The native em- 





ploys magical beliefs at a functional and concrete level and is concerned with 
the "here" and "now." The supernatural operates on an immediate and not anti- 
cipatory basis. Certain abstract and symbolic concepts in European religious 
teachings are taken literally, leading to serious misinterpretation. 

(7) Suggestibility: Native thinking easily incorporates illogical be- 
liefs into unified thinking. Our dichotomy of real and unreal does not hold; 


the native literally believes himself to be part of his physical environment. 


Ae Mental Health Problems of Natives with Some "Contact" but not Urbanized. 








Sources of tension in native culture are summarized under three head- 





ings: (1) Fears; (2) mechanisms for dealing with tension; and (3) mental mal- 
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adjustments. 

(1) Fears: Fear of attack by other tribes; fear of supernatural agencies; 
anxiety over food, crop failures and famines; disputes over property; (jealousy, 
avarice and desire to dominate are mirrored in property disputes despite 
group controls to suppress antisocial behaviour); marital disputes (tension in 
relation to infidelity is common; adultery is punished swiftly and violently). 


(2) Mechanisms for dealing with tension includes avoidance; pantomined 





aggression; ritualized exchange of gifts; projection; and depersonalization of 
anxiety. 

General effect of these mechanisms on mental disease patterns is that 
anxiety, when it arises, almost immediately is related to some magical ex- 
perience, and the uneasiness is believed caused by a supernatural agency. 

This projection and depersonalization of the anxiety account for the relative 
absence of neurotic physical symptoms in natives. It is likely that when 
such beliefs disappear the European type of anxiety reaction will increasingly 
occur among natives. 


(3) Mental maladjustments: When breakdowns occur they take the follow- 





ing forms: a. suicide; b. hysterical disorders; c. psychotic reactions; 
d. criminal behaviour. 

@e Suicide is relatively common and occurs more frequently; little 
European contact. Females commit suicide more frequently than males. 

be steria: The native's belief in magic and the supernatural makes 
him acutely suggestible and therefore he readily uses hysteric mechanisms to 
relieve anxiety. Hysterical disabilities are dramatic and related causally 


to sorcery and magic. 


ce Psychotic reactions: Diagnosing psychotic reactions in members of 





native cultures is difficult because most cases cannot be fitted into known 
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nosological categories, since hysterical components could not be separated from 
psychotic reactions. Tolerance for abnormal behaviour is very high. The prin- 
cipal kinds of psychotic reactions identified were: (1) Acute hysterical psy- 
chotic states; (2) psychoses with non-organic causation; (3) psychoses due to 
senility and arterial disease; (4) psychosis due to toxic agents; (5) psychoses 
related to other physical illnesses. 

d. Criminal behaviour: Judged by Western standards there is relatively 
little real criminality among natives. Not more than 10 to 25 percent of cases 
were criminal in the European sense of the term. A remarkable feature of native 


jails is the lack of or need for close supervision of prisoners. 


B. Mental Health in Native Urban Communities. 





To understand problems of mental health, the effects of culture contact 
and change must be studied. The social structure, value systems and general 
world view of native culture are vastly different from European culture. Eur- 
opeanization has caused the disintegration of the cohesive clan group and a 
transfer of control of individual attitudes, belief and behaviour from the group 
elsewhere. Culture change is proceeding at uneven rates in different parts of 
the territory. The complex cycle of religio-social rituals that integrated and 
oriented native life as its core is being destroyed. The shift from subsistence 
agriculture to wage labour in an urban setting is an enormous one. The patterns 
of social life, recreation and social control of the native community cannot be 


maintained in the city. 


_Psychological mechanisms of adaptation to urban life. Apparently, com- 





pliance is an outstanding mechanism of defence. This compliance takes the fol- — 
lowing forms: conformity through withdrawal, suppressions of aggression, oppor- 
tunism, fear, ascription of magical powers to Europeans, passivity, wish to 
avoid hurt. 
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Psychological mechanisms productive of abnormal behaviour. (1) Depen- 





dency: This is an evident and dangerous trend in native adaption and is to 
be regarded as pre-neurotic if not actually neurotic. The emotional insecurity 
produced by urbanization is mirrored in the large percentage of persons who 


appear for hospital treatment for trivial complaints. (2) Nativistic (Reli- 





gious) cults: The so-called "cargo cults" may be regarded as consecutive acts 





of abnormal behaviour resulting from the failure to ad just to tensions arising 


from contact. 


Neurotic breakdown. The pattern of nevrotic disorder in urbanized na- 





tives appears to be identical with that occurring in European. Many cases 
of neurotic disorders are probably unrecognized as such ahd treated as physical 


illnesses. 





3. Africa 


Special features of melancholia in North African natives are reported by 

A. MANCEAUX and Y. PELICIER. In a second paper, the authors highlight aspects 
of psychosomatic disorders in North African populations. Problems of African 
psychiatry are discussed by E. MARGETTS and by H. COLLOMB. According to Mar- 
getts, all mental illnesses among primitive patients were of types known to 
Western psychiatry, though secondary symptoms differ according to tribal cul- 
tural background and degree of detribalization. Collomb finds that physical 
factors relevant to the etiology of psychoses and neuroses among Africans 
south of the Sahara predominate over cultural and social factors. An account 
of the adaptation problems of Nigerian students resident in Great Britain is 
given by T. LAMBO; G. CAMPBELL-YOUNG tells of the effects of detribalization 
of Nigerians; and S. BIESHEUVEL reviews the methods whereby attitudes can be 
studied in African communities in various stages of transition from tribal to 
Western culture. E. SHERWOOD discusses a series of TAT pictures designed for 
a nonliterate African people (the Swazi) in process of urbanization. In a 
letter, R. H. PRINCE comments on primitive psychotherapy in the heart of Afri- 
can "curse" country. Two methodological problems encountered in a job evalua- 
tion study of African workers are elaborated on by W. HUDSON and C. MURRAY. 

Se Ge LEE describes the dream-life of Zulu women. 


MELANCHOLIA IN THE NORTH AFRICAN NATIVE, by A. G. Manceaux and Y. Pelicier, 





». Algiers, Algeria. ‘Translation from French. Le Sud Médical et Chirurgical, 
"Noe 2, pe 358, June 1955. 


Comparative studies throw light on the manner in which cultural phenomena 
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modify the symptomatology of mental illness. This study deals with the special 
characteristics of melancholia in North African natives. It is based upon 1200 
patients, males and females, seen at the Neuro-Psychiatric Clinic of the Algiers 
Faculty of Medicine, 8% of whom were found to suffer from some form of melancholia. 


1. General Aetiology of Melancholia in the North African Native 





Melancholia is only half as frequent as in Burope. It is not a clear- 
cut syndrome as described in textbooks. Very important is the fact that it is 
found predominantly in patients under 40 years of age. 

In women the illness often occurs during pregnancy or in the postpartum 
period. Involutional melancholia is rare. In contrast to European cases, the 
periodicity of the disease is almost nonexistent (one out of ten). In men the 
periodicity is more frequent (22%), and the aetiology is more complex and less 
specific. 


2. Psycho-genetic Factors 





In the male patient the illness is precipitated by events in his pro- 
fessional life or work. The disease is a response to difficulties of adaptation, 
e.g+, to new working conditions which upset previous patterns of living. It is 
found that the recent migrant to the city is more vulnerable than the old city 
dweller. 

There are family conflicts (with brothers, cousins and uncles) but hard- 
ly any marital conflicts in the Buropean sense, as far as the male is concerned. 

On the other hand, there might be marital difficulties for the female 
partner, who is always insecure because she can be repudiated or supplanted at 
ease. The marriage takes place when the female partner is very young, and this 
might result in emotional traumas. Inability to conceive is greatly feared. 
3e Usual Clinical Forms 

(a) Classical melancholia with anxiety and agitation and sometimes with 
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confusion; (b) simple depressive melancholia; (c) melancholia associated with 
cenaesthetic (hypochondriacal) troubles. 

(a) This form usually is found in young people. Their behaviour varies 
from mutism to agitation; they are often very aggressive and excited. There are 
terrifying auditory and visual hallucinations which are remembered a long time 
afterwards by the patients. At the peak of the illness there might be mental 
confusion, and the clinical picture looks like an alcoholic intoxication ob- 
served in North Africa. There is a tendency to displace the symptoms from the 
psychic to the motor sphere. 

(b>) In this form hypochondria is an important feature. Also the dram- 
atic quality of the symptomatology increases when other people are present. 

(c) This last form is a more quiet one. There are cenaesthetic trou- 
bles, withdrawal, refusal to participate in any activity; in other words, a 
total diminution in efficiency. 


4. The Problem of the Moral (Mental) Pain 





It is interesting to note the almost complete lack of mental pain. 
Instead, there will be motor agitation. At times there will be histrionic 
behaviour which allows a temporary cathartic outlet for tension. 


Conclusions 





The authors conclude that inasmuch as there is an underlying organic 
process in the melancholic state, this disease is the same everywhere. The 
organic therapies are the same. Differences in the symptomatology are re- 


lated to culturally determined psychological factors. 





PSYCHOSOMATIC MEDICINE AND ETHNIC FACTORS IN NORTH AFRICA, by A. G. Manceaux 
and Y. Pelicier, Algiers, Algeria. Translation from French. Le Sud Médical 
et Chirurgical, No. 2, June 1953, pe 374. 





This study highlights a few aspects of psychosomatic disorders in North Afri- 
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can populations. 


A. Tendency to Somaticize Emotions 





Two points are of importance: 

(1) It has been postulated that on the physiological level the pre- 
sence of a weak cortical control over subcortical structures causes diffusion of 
the stimulus and facilitates those thalamo-cortical endocrino-vegetative inter- 
actions which underlie the psychosomatic phenomenon. This is observed in 
infants and young children in the pre-verbal stage as well as in subjects where 
a serious disorganization of these cortical controls exists. The notion has 
been established that insufficiently developed subjects may have an equally 
easy access to visceral functions for expression of emotion. The same seems to 
apply to primitive or underdeveloped people. 

Although the North African cannot be considered as primitive in the 
cultural or linguistic sense, he is a member of a cultural group given to 
visceral emotional expression. In this connection it is important to stress 
that what is usually called in a collective term, North African populations, 
contains such different elements as the indigenous Berbers, the invading sem- 
itic groups, and various Negro admixtures. 

(2) Neuro-vegetative dystonia is another factor which enhances the 
somatization of conflicts in these populations. Although there is not a uni- 
form neuro-vegetative type common to all ethnic groups, neuro=vegetative dys- 
tonia is extremely frequent among the North Africans. Reasons for such a high 
frequency includes poor diet, parasitosis, excessive use of stimulants (coffee, 
tea, hashish); and in the female, the great number of narrowly spaced pregnancies... 
B. Symptom Choice 

Relevant are the following pointss 

(1) Local lesions (meiopragias) may serve as a focus. It is interest- 
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ing that digestive troubles are frequent in rural populations, while in the 
cities cardiac manifestations are more common. 

(2) Psychological traits common in the North African population should 
be considered. Characteristic is the flexibility of the psychological struc- 
ture, which probably is connected to those aspects of Islamic religion that 
enable the person to be actively moralistic and passively fatalistic at the 
same time. Foreign beliefs based on superstitions and magic, reminiscent of 
medieval Europe, create an atmosphere, mostly among peasants, favourable to the 
development of various somatic symptoms that become the domain of charlatans 
and various sorts of "healers." 

(3) The uncovering of the psychological meaning of the symptoms among 
these populations is extremely difficult for reasons described above. ~ The 
difference in structure between Moslem and European societies is less pro- 
nounced than one would think on first view. The mother-child relationship is 
actually identical. The relationship between spouses shows more marked cul- 
tural characteristics. The woman has yet to establish her position in the 
family; it is only in maternity that she can achieve emotional gratification. 
Her social role produces conflict and frustration which may result in the 
high rate of obesity and hyperthyroidism observed in them. 

The man's conflicts centre also around his social role and toa 
lesser extent around his role as a father. The relative absence of hyper- 
tension may be attributed to the low level of aggressiveness maintained in 
the cultural milieu. By contrast, cardiac neuroses and gastro-duodenal 
ulcers are frequent. 

Conflicts caused by the cultural confusion arising from cultural 
heterogeneity may be related to the development of chronic headaches and 


cardiac neuroses. 
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THE PSYCHIATRIC ATION OF NATIVE AFRICAN PATIENTS, by Edward L. Margetts, 
Safockds Eagee NET Wetesittnge Uicdince Rrdrace), Vol. 4. Bee 30, Set. 4, 
1958, pe 679. 

This paper provides a guide for the psychiatric evaluation of emotionally and 
mentally ill netive Africans who are referred for hospitalization or out-patient 
consultation. 

One of the chief difficulties is that of language, since most tribes 
have their own and few speak English. Lack of understanding of complex Western 
thought processes and concepts, combined with the limitations of their own tri- 
bal languages, is another. Africans are prone to answer as they think their 
interrogator wishes and may be aided and abetted by their African interpreters. 

An elementary task is to secure name, tribe, geographical origin and 
names of patient's relatives. Because of suspicion and a natural tendency to 
evade or “talk around the point," Africans may frequently change their names. 
The matter of ascertaining age is also difficult, as usually they do not know 
when they were born. Approximate age can be arrived at by taking into account 
size, general appearance, teething, breast and genital development, circumcision 
age-group, remsubvence of known events, number and size of children, etc. 

Family and developmental history of the patient is important, but is 
frequently lacking since there are no reliable informants. Criminal past of the 
patient should be investigated, particularly as to arson, as this is a very fre- 
quent misbehaviour among African psychotic patients. Africans tend to think of 
mental illness or "madness" as pertaining to someone who is noisy, violent or 
assaultive. They usually do not regard retardation or depression as "madness." 
This is ome of the reasons for the misconception that depression is uncommon 
among Africans. By the same token, it is often difficult to ascertain if others 
in the family have been ill mentally. For example, one African may think of 
"brother" as simply a member of the same peer group. Africans find it hard to 
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adapt themselves to Western conceptions of blood relationships. 

It is important to note the illnesses and accidents that patients have 
sustained--head injuries, syphilitic infection, epilepsy. The author says 
malaria is not of much importance so far as mental illness is concerned. How- 
ever, he emphasizes the importance of encephalitis, trypanosomiasis, the virus 
encephalitides and meningitis. A history of drinking habits is essential, as 
many short-lived manias are precipitated by drink. East Africans in particular 
are heavy consumers of alcoholic beverages. Many natives take drugs in a 
number of varieties. 

Margetts sees all mental illnesses and neuroses among primitive patients 
as diagnosable according to Western textbook standards; in other words, the 
basic illnesses are the same. The secondary psychopathology and symptoms 
differ according to the tribal cultural background and degree of detribalization 
in the patients concerned. 

In examining African patients all of the familiar factors noted in psy- 
chiatric examinations must be taken into account. In addition, in the tropics 
dry skin and clinical pellagra are observed frequently. Fixed pupils usually 
mean G.P.I. A yellowish skin colour, if not jaundice, is likely to be ata- 
brine poisoning, which may produce psychosis, usually hypomania. One mst 
watch for the physical stigmata of mentally retarded and deaf mute patients. 
Posture and motor disorders, e.g., functional and organic paralysis, capto- 
cormie, choreas, etc. are sometimes seen in Africans and these syndromes must 
be kept in mind. One must also note specific decorations, wearing of charms, 
scars, physical mutilation as required by the tribal culture, tattooing, etc. 

African patients are prone to imitation and fabrication. It is part 
of their life to "act out," since their language expression is limited. In 


many tribes lying is considered an art, so it should not be unexpected that 
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simulated syndrcmes are frequent. 

The mental content of most African patients is on a simpler and less 
evolved or "sophisticated" level than among civilized patients. The chief 
reason for this would appear to be that they have not had the varied and com- 
plicated experiences that non-primitive patients have had for centuries. Their 
delusions and hallucinations are generally of a simple form and based on the 
needs, activities and customs as determined by a limited life that deals pri- 
marily with family and survival and with magic, superstition and witchcraft. 
Even well-educated Africans, when they become ill mentally, seem to revert to 
simple attitudes, ideas and behaviour--rather more than one would expect, con- 


sidering their schooling and contact with civilized peoples. 





PROBLEMS OF AFRICAN PSYCHIATRY (South of the Sahara), by H. Collomb, Dakar, 


French West Africa. Translation from French. 10 pp. Typescript. 

This paper is based on a study of 1560 cases from the Neuro-Psychiatric de- 

partment of a military hospital in France (1948-1958), and 1000 cases from a 
hospital in Dakar. For the most part, the patients were soldiers, with (in 

Dakar) a mixture of clerks, agents from different administrations and delin- 
quents under observation. 

The author cites three reasons for the current impossibility of deter- 
mining the incidence of mental illness in Africa: (1) Insufficient psychiatric 
facilities; (2) group attitudes toward the mentally ill--either of getting rid 
of the victim or of attaching spiritual powers to him; and (3) migration. The 
frequency is lower, apparently, in rural areas, and rises in more urban commun- 
ities and comes to a peak in a military milieu, which gives the African his 
most intimate contact with a new culture, away from his group of origin. 


Somatic factors relevant to the aetiology of psychoses and neuroses 
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predominate over cultural or social factors. Trypanosomiasis is common. 
Cerebral syphilis appears to be increasing, with ten times the incidence as 
among Europeans. There are other cerebral infections which are not well de- 
fined, such as neuro-malaria, virus diseases and parasites. Nutrition de- 
ficiency and malnutrition are important factors. 

Group participation and magic strongly influence the rural African; 
indeed, they involve a large part of his life. While the practice of magic 
might create fears and illnesses, it can also allay anxieties and feelings 
of guilt, but the inroads being made by Western culture are creating new 
stresses which the African finds difficult to combat, and at the same time are 
destroying tribal cultures and concepts without leaving adequate alternatives. 

Phobias and obsessional neuroses are scarce save where the African has 
been in contact with Western culture for some length of time. On the other 
hand, anxiety states are so frequent as to seem normal in the African's 
social-cultural framework. Hysteria is the most frequent neurosis, and is 
seen frequently associated with psychoses and organic diseases. 

The more primitive societies are tolerant of oligophrenias and charac- 
ter disorders, and their frequency is therefore difficult to determine. Ep- 
ilepsy in all its forms is common, but the victims are rejected by their 
peer groups. Schizophrenia, however, is the most widespread psychosis, with 
from 30 to 68% of Africans in psychiatric hospitals suffering from this dis- 
order. It is usually of the paranoid type. Delirious states seem peculiar 
to the African and are based for the most part on the effects of participa- 
tion and magic. Psychotic depression as a reaction to emotional trauma is 
frequent, but classical melancholia is seldom seen. Suicide is rare. 

A "transitory delirious state" (phrased by Devereux), a mental condi- 
tion characterized by confusion and delirium, seems indigenous to Africans 
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south of the Sahara. It is brought about by some physical or emotional trau- 
matic incident and may last a few hours, a few days, or sometimes a few weeks. 
It begins with anxiety, perplexity and behaviour anomalies, culminating in 
delirium and hallucinations during which the subject displays terror, becomes 
aggressive, goes into a fugue and may even become homicidal. Recovery may be 
spontaneous, with the patient failing to recall what had happened, but his atti- 
tude seems to be more denial than amnesia. The cause of this condition seems 
more rooted in social conflict than in organic or psychic disorder. 
Psychotherapy is difficult because of the prevalence and confidence 
in the effects of magic and participation. It is important, the author says, 
that psychiatric centres not be separated from general hospitals in order to 
avoid discriminating between organic and mental diseases, a distinction which 


the African finds confusing, and which is therefore a hindrance to effective 





therapy. 
A REPORT ON THE STUDY OF SOCIAL AND HEALTH PROBLEMS OF NIGERIAN STUDENTS IN 








BRITAIN AND IRELAND, by T. Adeoye Lambo, Ibadan, Nigeria, and assistants. 
Booklet. 71 pp. Government Printer, Western Region, Nigeria. 


In recent years the social, political and economic changes in Nigeria have 
prompted many young Nigerian men and women to go to the United Kingdom for 
the technical and professional training they cannot obtain in their own coun- 
try. More than half of the 10,000 students from over 47 British Colonial 
Territories now studying in Britain are from Nigeria. 

To a large degree, parents have been responsible fee sending their 
children to Britain because of the social status and prestige attached to 
“overseas qualification." The author says the movement has now reached a 
point where it is devoid of insight and reality. The result has been, for 
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many students, disillusionment, conflict and bitterness. This is particularly 
true of students over the age of 50, many of whom are now living in squalor, 
unable to return to their homeland and on the verge of being public charges. 
The incidence of mental breakdowns among Nigerian students in the United 
Kingdom is very high, and it seems clear that their inability to adjust to a 
new environment is the fundamental cause. 

The invéstigation reported here was carried out among about 10% of the 
Nigerian students by questionnaire and personal interview. Two types of stu- 
dents emerge: (1) those who are opportunists, materialistically minded, and 
simply following their training by social necessity, and (2) those who seem 
eager to learn a "vocation;" both types, though apparently adjusted, differ in 
their social vaiues and attitudes toward life. Most of the principal tribal 
groups are represented in the survey, but this fact lacks significance because 
the Nigerians appear to have lost their sense of tribal security and identity 
in the Western milieu into which they have moved. The morbidity of Nigerian 
students (1952-1954) was about 25%, divided into three categories: (1) mild 
emotional problems; (2) severe emotional problems; and (3) psychosis. One in 
every eight belonged to the first group; one in every 20 to the second; and 
one in every 50 to the third. 

Social and financial difficulties loom large among the students' 
problems. Racial discrimination is evident; in the matter of lodgings, for 
example, landladies (often unfriendly) would charge 40% to 45% more, or would’ 
refuse lodgings entirely, especially if British or Irish-born students threat- 
ened to leave. Hence many Nigerians are reduced to recluse habits with a nor- 
mal social life largely denied them. This situation is aggravated by the 
slender financial resources of most of them. 


There are less than 400 scholarship holders in the United Kingdom and 
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Eire out of a total of 3,101 students from the Western Region of Nigeria. The 
average allowance of private students is between 25 and 30 pounds a month, and in 
some cases allowances are wholly inadequate. Over 25% of the parents or guardians 
of private students in 1952 sold property and/or borrowed money to send their 
children overseas. Consequently, this transaction almost amounts to a "contract" 
between the students and their parents or relatives. Academic failure therefore 
embodies failure to fulfill the contract and implies that the student cannot very 
very well return home. This way of thinking profoundly influences the students' 
attitudes to their courses and usually forms the genesis of an examination neur- 
osise 

| There is little or no organized effort to prepare Nigerian students for 
life in the United Kingdom; hence they arrive largely ignorant of the environment 
to which they must adjust. This ranges from discovery that their academic back- 
ground (adequate by Nigerian standards) does not meet the standards of British 
and Irish educational institutions, to difficulties in understanding, writing or 
expressing themselves in colloquial English, to dietary troubles and inability 
to adjust to the British climate. 

In organized interviews with Nigerian students, the survey teams dunt 
that apparently the students' principal problem was one of social integration. 
Students were united in speaking of the reserve and coldness of the British 
people; a few felt this was due to colour prejudice, but the majority seemed to 
feel it was simply a British characteristic, inasmuch as the British displayed 
the same reticence toward their own countrymen. They remarked on the unfriend- 
liness which developed among Nigerians for each other--a trend apparently prompted . 
by British manners and attitudes. Feelings of inferiority are promoted by long 
separation from home contacts, inability to form friendships with those of the 


opposite sex, whether Nigerian or British, and cursory treatment by the Nigerian 
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offices in London, by welfare services, and by administrators of British 
governmental agencies. 

Educational and other institutions had a mmber of suggestions to facil- 
itate the Nigerian student's adjustment to British culture and educational 
methods. Systematic instruction on life in the United Kingdom was advocated 
before the student left his native country: expenses to be anticipated, warn- 
ings on the high cost of living, need for understanding the financial aspect 
of life in Britain. Many groups recommended a "settling in" period whereby 
students could become orignted to Western customs and ways of living before 
the start of formal training. 

More rigid selection of students was suggested to ensure that candidates 
have more than minimal university entrance qualifications. It was pointed out 
that the student will face many cnndiieiiiatiie problems which handicap even the 
brightest of students, and that those with only marginal academic qualifica- 
tions will be doubly handicapped. 

There is need for more and better vocational and placement guidance 
before the student leaves Nigeria. He should be prepared to take part in 
some @¢xtra-mural activities in addition to his academic work, as a means of 
establishing better relationships with United Kingdom students. 

It was felt that nave. satevent and attention should be given to the 
problems of Nigerian students both by the British and the Nigerian govern- 
ments. Appointment of a medical officer to take charge of a student health 
service was advocated. Such an agency would be invaluable in carrying out 
personal liaison between hospital consultants, social services, Student Health 
Centres, and the students in need of help. There is need for the two govern- 
ments to revise financial grants and allowances to Nigerian students and to 
provide for loans to students and their families, when the need arises. Cur- 
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rent allowances are inadequate and should be increased; new allowances should be 























granted in respect of married students, professional equipment and holidays in 


the United Kingdom. 





DETRIBALIZATION IN NIGERIA. Dr. G. Campbell-Young, Yaba, Nigeria (now living in 
London, England) comments on detribalization as a very potent causative factor in 
psychosis in Nigeria. Letter of December 12th, 1958. 

"Individuals arrive in Lagos from up-country looking for work, losing touch with 
their relatives and often failing to get work. They are without means to sleep 
and mst ‘rough’ it (under bridges,etc.), and as often as not are arrested for 
wandering or for petty misdemeanours. In fact, the majority of the admissions 

to Yaba (Mental Hospital) come to us via the courts. Malnutrition is another 
factor also brought about in part by detribaligation. 

"It is a definite policy of the Nigerian Government to give as many as 
possible the opportunity of training in the U.K., and scholarships are provided 
to this end. This, of course, is detribalization in an extreme degree. Hardly 
a ship arrives in Lagos from the U.K. without a student who has broken down in 
England, due often to inadequate funds or inadequate capacity to keep up with the 
rest of the class. Failure in examinations precipitates mental illness frequently. 

"U.K. is the mecca for all ambitious Nigerians. They even leave local 
courses in nursing, etc. just prior to their final exams to start from scratch 
in the U.K. More often than not a student repatriated from the U.K. on account 


of a psychosis starts planning to rettirh as soon as he recovers in his native 


ehvironment, which he frequently does, of course." 










REPORT NIGERIA. Dr. R. H. Prince, Abeokuta, Nigeria. Concerning a "brain- 
fag" syndrome which results when a collectivistic society is subjected to 
Western-type educational techniques. Letter of January 24th, 1959. 
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"I have found here a rather interesting syndrome that occurs in students: 
university students, secondary school students or clerks or other people who 
are studying in their spare time for some degree or other. It is very common 
and seems to be the same no matter from what tribe the patient comes in south- 
ern Nigeria. It consists of head pain or burning and intellectual impairment 
(can't remember, can't grasp what the words mean, when one is reading or lis- 
tening to a lecture), sensory difficulties (can't see the page; dazzling feel- 
ing in the eyes; can't hear the lecture). It can be very severe and can total- 
ly incapacitate the student. It is clearly not related to low intelligence; it 
often occurs jn people holding scholarships. I have just finished a paper on jh, 
"The 'Brain-Fag' Syndrome in Nigerian Students" (the students themselves call 
it the "brain fag") and am sending it to the Journal of Mental Science. I am 
suggesting it may be related to the fact that these students, deriving from a 
collectivistic society where individual endeavour and isolated responsibilities 
are at a minimum and where oral character traits are strong and anal ones lack- 
ing, are subjected to an educational technique deriving from a strongly indiv- 
idualistic society where the character traits are at the opposite pole. I have 
been wondering if this type of syndrome has been reported from any other area 
where you have a collectivistic society heing subjected to Western types of 
educational technique. Of course, in most underdeveloped countries the psy- 
chiatric facilities are busy dealing with the anti-social pe vchotics in "lun- 
atic asylums," so they would not come across this syndrome. A university town 
in an underdeveloped country with a psychiatric out-patient clinic would be 

the situation in which to find this syndrome. I would be interested to hear 


if anyone has reported.it." 
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REPORT FROM NIGERIA. Dr. R. H. Prince, Abeokuta, Nigeria. Psychotherapy with 
herb medicines and magic. "Curse" as a possible precipitating factor for neur- 
osis and psychosis. Letter of April 10th, 1959. 

"Right now I am spending two weeks in the ‘bush’ living with a native doctor and 
chief of the village of Okun-Owa, about 40 miles from Abeokuta and close to 

Ijebu Odi in the heart of the ‘curse’ country. The Chief.is famous for his medi- 
cine... particularly for his treatment of mental illness. He has a large three- 
storied mud-house painted yellow and full of rooms and corridors which are occup- 
ied by his 8 or 9 wives and host of children. My cook and I are occupying the 
top story, which is comfortable enough apart from absence of toilet facilities, 
etc. The ‘hospital' is out at the back of the house where there are a row of 
huts that would accomodate perhaps 30 or 40 patients or more. Many prtients have 
their wives or mothers living with them. Many patients have ankle aig les which 
act as hobbles and allow the patient to walk around satisfactorily. It would ap- 
pear that the shackles were as much to keep the patient from running away before 
he has paid his fees as to restrain psychotic behaviour. When the patient re- 
covers he may go to work in the chief's farm or help him around the house or hos- 
pital. This seems to be more as a means for the patient to pay off his fees 
rather than any idea of ‘occupational therapy,' and similarly the chief doesn't 
seem to think the presence of the patient's relatives has anything to do with 
his recovery rate. He looks upon it as a convumjignce to the patient os have 
someone fix his food, etc. He himself seems to have very little personal con- 


tact with the patients and seems to represent a kind of mysterious and very 









powerful authority figure and magician. In short, the therapy seems to rely 





almost entirely upon herb medicines and magic with very little of what we 
would think of as 'relationship' therapy. I would say that he was very success- 
ful in his treatments. He has some very effective medicines; one, particularly, 


which by its effectiveness and by the side effects I have seen, i.e., drooling 
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from the mouth, mask-like face, I think is most probably Rauwolfia. I may be 
able to confirm this later though it will be difficult, since a great deal of 
his wealth and prestige no doubt rests upon keeping this medicine a family 
secret. 

“April 16. I am making some headway with the chief. He has promised 
to give me samples of two or three of his potent medicines to take home for 
analysis. His treatment results are quite remarkable really. I would say 
they were very comparable with our own--perhaps better. I think the chief 
drug is the Rauwolfia-like one I mentioned above. Every patient seems to 
get this...a half of a small glassful of brownish unpalatable-looking mixture 
at 6 A.M. This may be repeated at bedtime if the patient has insomnia. 

"I mentioned that this town is in the heart of 'curse' country. Dif- 
ferent areas in Yoruba land are noted for different 'medicines:' Abeokuta for 
magic rings, Ile-Ife for Incantation, and this area for Epe, or 'curse.' 
Actually, there are several different species of 'curse:' (1) Epes: used when 
the man whom you wish to harm is in view. Certain black medicine is put in an 
animal horn, and a red feather or a cobra fang (Homeopathic magic--just as the 
fang spits out poison, so does the Epe). The operator licks the medicine in 
the horn and speaks the curse, and it will come to pass. (2) Omoge: roots of 
certain trees are used. The operator puts the root in his mouth, and what he 
asserts then will come to pass. These roots are said to damage the teeth, and 
old men with decayed front teeth are regarded with suspicion. (3) Ofoshe: In 
this a small cut is made below the lower lip...sometimes in childhood...and 
certain medicine is rubbed into the cut. When the patient wishes to curse 
someone, he licks the lower lip, speaks, and it will be so. This Ofoshe is 
said to be much used in this Ijebu Odd area, and people from here are much 
afraid as a result. The yoruba strongly believe that these curses are ef- 
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fective in making people psychotic, or ill, or even die, no matter whether the 
victim is aware of the fact that he has been cursed or not. It does seem to be 
quite clear that ‘curse’ can be a precipitating factor for neurosis or psychosis 
when the victim either hears the curse uttered or is made aware that he has been 
cursed through reports by other people. Not all people are susceptible, of 
course. The usual series of events seems to be...the victim knows he has been 
cursed, if his own protective medicine is not in good order: he becomes afraid 
and begins to shake; he can't eat and has insomnia and nightmares of being 
chased by Egunguns (masqueraders supposed to be spirits) or drowned in a river 
or buried in a hole...in a few days he is actively hallucinated and psychotic, 

I do not know for sure whether people may die as a result of 'curse,' but there 
are many stories about such deaths. Workers in general hospitals would know 


more about this...but then there are so many unexplained deaths." 





METHODOLOGY IN THE STUDY OF ATTITUDES OF AFRICANS, by S. Biesheuvel, Johannes- 
burg, Union of South Africa. The Journal of Social Psychology, 1958, Vol. 47, 


pp. 169-184. 
The author reviews the methods whereby attitudes can be studied in African 





communities in various stages of transition from tribal to Western culture. 

The problem of ensuring that verbalized attitudes will throw light on behav- 
iour in real-life situations is aggravated in African studies by the difficulty 
of obtaining genuine responses. Many cultural circumstances usually interpose 
themselves between the questioner and his subject. For example, the direct, 
concrete question-and-answer approach may prove inadequate in these African 


cultures which may prefer the indirect method of allegory and fable to ex- 





press themselves. When the questioner belongs to a dominant group to which 






Africans are expected to defer, responses are likely to be influenced by in- 






hibitions lest one offend, or fear of being punished for criticizing the es- 
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tablished order, or simply because it is felt the answer will please the ques- 
tioner. Knowledge of tribal culture and local social conditions is essential. 
Use of educated, trained African field workers is highly desirable because 
they can elicit less evasive responses. 

The interview and group discussion techniques have been found partic- 
ularly useful in assessing attitudes of Africans with little or no education. 
Pilot studies are desirable to determine the range of responses that may be 
expected to certain questions. A schedule of items is then prepared as a 
basis for questionitig. The African field worker is given complete discretion 
as to the order in which he asks his questions (which are generally "open- 
ended" in personal interviews). The group discussions which follow are with 
from five to eight informants. It has been found that some delicate or per- 
sonal subjects can be discussed in group sessions which cannot be touched on 
in personal interviews so well, such as marital relations, kinship obliga- 
tions, etc. 

In a migratory labour study, where reasons for marked seasonal fluc- 
tuations in arrivals and departures are being sought, an ancillary investiga- 
tion is conducted in the rural areas to determine what in fact are the local 
conditions which give rise to movements and what the migrant worker does when 
he is back in his village, as compared with what he says he intends to do. 

The TAT technique has frequently been used in African studies to 
measure attitudes rather than to explore the mainsprings of personality. When 
used in this manner, the pictures must be structured to arouse associations 
relevant to specific areas. How to ensure that they will possess the intended 
stimlus properties is a problem that is still far from solved. Preliminary 
investigations indicate a profound unfamiliarity with the conventions of 
graphic representation, even among fairly well educated Africans. 
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The Incomplete Sentences Test is an economical projection method, appli- 
cable to both literate and illiterate subjects and lending itself readily to 
quantitative treatment. This method has given insight into the job attitudes 
of the African clerk. One of the striking findings is the emphasis which is 
placed on serving others. Of 205 African white-collar workers, 26.3% gave 
this as a source of job satisfaction, as compared with only 2.9% of a similar 
group in the United States. These findings raise an important validity problem, 
for many observers of African affairs would insist that in fact the pursuit of 
individual interests is more evident in the emergent African societies than 
service to the communal cause. 

In measuring the attitudes of Africans toward Western social customs, 

ethical values, legal codes and sanctions, a new attitude inventory technique 
has been found useful. This inventory presents 40 imaginary conversations 
among five Africans, who discuss the ways in which Africans should behave in a 
number of common situations. For instance: (1) Ethico-legal (one should not 
become involved in brawls on the street, because fighting is undignified); 
(2) Religious (when someone hits one in an angry mood, one should not hit back, 
for God has ordered that man should show forgiveness); (3) Expediency (one must 
do what causes least trouble); (4) Tribal tradition (one need not trouble about 
contour ploughing, for it is not the custom of our people). And so on. 

In answering the inventory, subjects are required to indicate for each 
of the 40 situations which speaker gives the wisest reasons, ranking them from 
one (the best) to five (the worst). By averaging the ranks given to each 
opinion, sorting the opinions according to the attitude they represent and find- 
ing the mean for each set, the rank of each attitude for any particular group 
of subjects can be found, together with a scatter of the opinions about this 
mean value. From this scatter, it is possible to indicate in what kind of 
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situations deviations occur from the relative importance which is attached to 
an attitude. Similarly, it is possible to score how and to what extent individ- 
uals deviate from the group attitude pattern, or how differently constituted 
groups deviate from each other. The material is amenable to the usual statis- 
tical methods to test significance of observed differences. 

That educated Africans understood the ethical statutory foundations of 
conduct in Western societies, and that this understanding deepened with age 
and education, was clearly demonstrated in one such study. Whether they were 
also inwardly accepted as a code for African behaviour at the verbal level was 


more difficult to decide on the basis of the available material. 





A METHODOLOGY FOR JOB EVALUATION STUDIES OF TASKS PERFORMED BY AFRICANS IN 


FOUR INDUSTRIAL ENTERPRISES, by W. Hudson and C. O. Murray. Journal of the 
National Institute for Personnel Research, 1958. Vol. 7; ppe 83-87. 





Labour shortage and the increasing complexity of jobs performed by Africans in 
industry have made managements aware of the need to relate remuneration more 
closely to job requirements. This paper deals with two methodological problems 
encountered in a specific job evaluation study. The assignment was to develop 
a job evaluation system whereby workers in tasks evaluated as more complex 
would obtain greater wage increases than workers in tasks rated as simple. 
This was to be achieved under a set of fixed conditions. No worker, however 
simple the task, could be paid less than a minimum basic wage. No worker 
could be paid more than a rate declared acceptable by management. The aver- 
age wage rate per worker could not exceed a prescribed amount, and one over- 
all job evaluation system covering all African tasks was preferred by 
management. 

While the majority of tasks performed by Africans are of an unskilled 
or semi-skilled type, about 10% of them are supervisory in nature. This seemed 
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to mean two job universes and to preclude the concept of a single continuous 
wage structure. The problem was to reconcile supervisory with non-supervisory 
jobs in one job universe. 

Ad hoc committees were formed of supervisory personnel, four to seven in 
number, representative of the departments in which the tasks fell. Each committee 
member listed and defined each African job of which he had direct knowledge. 
These included a concise statement as to the nature of the task and the specific 
duties involved. The completed lists disclosed a certain number of job elements 
which characterized the total range of duties, except for the 10% which involved 
supervisory work. 

To keep the two apparently disparate job universes in the same wage 
structure, a rating was obtained of all jobs on all job elements. The job 
elements were than grouped in pairs by virtue of a common job characteristic, of 
which each element was one aspect. The pairs of elements were further com- 
pounded into groups of two pairs. It was assumed the job factor thus formed 
could be imagined as a continuum on which all' tasks rated dquldbermemningfalty 
placed relative to one another. The four factors eventually derived were: | 
(1) Mental and physical strenuousness of the job; (2) responsibility for per- 
sonnel and equipment; (3) difficult and dangerous working conditions; and 
(4) training and experience required. 

Each factor was divided into four job elements. No. 1, for example, 
was divided intos (a) complexity of the job; (b) judgement required; (ce) de- 
gree of maximum physical effort required;, and (d) duration of maximum physical 
effort. Each job element was subdivided on a five-point scale. For example, 
“job complexity" was subdivided as follows: (a) a job of very great complex- 
ity requiring a high level of mental capacity; (b) a job of considerable com 
plexity involving a good deal of mental capacity; (c) a fairly complex task 
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requiring fair ability; (d) a fairly simple job requiring a high degree of abil- 
ity; (¢) a simple task needing little ability. 

Each of the 16 job elements was then treated in a factor "rack-up" 
stage. Discrepancies between raters on each job for every factor were discussed 
in committee until unanimity was reached. Each job now had an agreed value on 
each element. Each pair of elements in each group was weighted, e.g., mental 
strenuousness might be given a weight of 1.5 against 1.0 for physical strenuous- 
ness. The four factors thus formed appeared to cover the main work character- 
istics of the job, and both supervisory and non-supervisory tasks could be 
graded on these factors. 

Each task had now a set of numerical values on each of the four factors. 
These numerical values had been determined arbitrarily in committee and weighted, 
and the problem now remained of converting these values into wages. 

The use of a multiple regression analysis as a statistical technique 
was discarded on the grounds that it confined evaluation too rigidly within the 
limits of the existing wage structure, when in fact some elasticity was per- 
missable in the wage range. Because of these practical requirements, which 
also demanded that more skilled tasks should be paid at increased rates com- 
pared with simpler jobs, another form of analysis, less cumbersome but not 
more arbitrary than the regression method, was used. 

The problem of assigning weights to job factors was overcome by 
simply adding the four factor scores together. Subsequent analysis was based 
on the simple sum of the four factor scores for each job. The choice of a 
suitable relationship between total factor score and wage presented a problem. 
In the absence of any a priori arguments in favour of any particular form that 
this relationship should assume, various equations were tried out. Finally 


it was decided to use an exponential function of the type: 
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log,y equals a plus ox? plus ax? 






















where y equals basic wage and x equals total factor score. 





ON THE DESIGNING OF TAT PICTURES, WITH SPECIAL REFERENCE TO A SET FOR AN 
AFRICAN PEOPLE ASSIMILATING WESTERN CULTURE, by Edward T. Sherwood, Ottawa, 
Ontario (formerly Grahamstown, Union of South Africa). The Journal of 
Social Psychology , 1957 , Vol. 45, pp. 161-190. 








This paper presents a series of TAT pictures designed for a nonliterate Afri- 
can people (the Swazi) in process of assimilating Western culture and discusses 
the methods and procedures by which it was constructed. 

Two groups of Swazi adults living in Johannesburg were studied. One 
group consisted of subjects judged to have assimilated Western culture to a 
minimal degree, and the second of subjects judged to have assinilated it toa 
maximal degree. The findings with respect to the second group were to be 
compared with those of the first group in order to learn something of the 
effects on Swazi personality of the assimilation of Western culture. 

The author discusses two broad approaches which seem to emerge in the 
designing of TAT pictures: (1) The designer seems primarily concerned with 
achieving pictures that evoke generous and spontaneous fantasy and is only 


secondarily concerned with the specific areas of personality or social rela- 













tionships, etc., to which the fantasy elicited relates. This may be called 
the "spontaneity-first" approach. Or (2): The designer is primarily concerned 
with achieving pictures each of which evokes fantasy relating to a specific 
area of personality or particular social relationship and only secondarily 


with the volume and spontaneity of the fantasy elicited. This may be called 





the “area-first" approach. The Swazi picture series tends strongly toward 
the latter. 
The first step in creating the Swazi pictures was to set up 13 cri- 
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teria, six of which apply to the pictures individually and the remainder to 
the series as a whole. They were: 

1. Im general, the images of which each picture is composed must be 
defined neither by sharpness sufficient to simulate reality, nor with a 
vagueness sufficient to render uncertain the identification of the content. 
Between these extremes (but short of either of them) considerable latitude in 
clarity of definition is allowed. 

2- Each picture must be so designed that, while it tends to evoke 
associations bearing upon a particular topic or theme, its content and the 
situation it suggests will be incomplete to a degree such that the subject in 
elaborating his response will be obliged to exercise his imaginative and 
creative faculties and thus to reveal something of his inner self. 

3- Except where other criteria forbid, stimuli must be compressed 
into each picture to elicit associations to a wide range of relationships, 
values, attitudes and important themes auxiliary to the specific area at which 
the picture is "aimed." 

4. The series, taken as a whole, mst comprise a range from pictures 
presenting only one or two figures and objects to pictures presenting an 
appreciably larger number of items. The pictures must be arranged in an order 
of presentation such that the trend is roughly from pictures containing few 
objects toward pictures containing a relatively large number of objects. 

5. The set, taken as a whole, must comprise a range from pictures 
in which the implied relationships among the items of content is relatively 
familiar and conventional to pictures in which the relationship is relative- 
ly unfamiliar and unconventional. 

6. The set must comprise a range in emotional tone from pictures 
tending to elicit pleasantly-toned associations through pictures with no 
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predictable tendency ("neutral" pictures), to pictures tending to elicit un- 
pleasantly-toned associations. 

7- The set must include pictures designed to elicit associations to 
all basic intra-family relationships: subject-father, subject-mother and sub ject- 
siblings. 

8. The set must include pictures designed to elicit responses bearing 
upon courtship and marriage, relationship with authority, the self alone, an 
overtly aggressive relationship, relationship with the physical environment and 
the supernatural. 

9. The set must present a number of objects, activities, etc., of such 
character (and in such relationship to the whole content of the pictures in 
which they appear) as to be readily invested by the subject with unconscious 
symbolic meaning. These symbols must be so selected and presented ag to facil- 
itate the reflection of unconscious processes, especially in relation to the 
infantile stages of personality formation. 

10. The series must offer to the eye of the subject an impression of 
contrast and variety, with a view to engaging and holding his interest. 

ll. In each picture the human figures must, in general, be readily 
recognizable as belonging to the subject's cultural group. 

12. Each picture, insofar as it presents or suggests a physical en- 
vironment, must do so in terms of the environment familiar to the subject. 

13. Where a picture attempts to suggest a specific social relation- 
ship among the human figures presented, it must do this in a mamer consistent 
with the patterning of such relationships by the culture. Failing this, it 
must at least avoid a presentation grossly at variance with the culture. 

On the basis of the above criteria, two artists created the twelve 
pictures. They were first tested by social workers on subjects chosen at 
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random. After some modifications and redrawing, the actual survey was started. 


While the results achieved with the Swazi series are not all available, 
the responses are ample in volume and seem unusually lively and spontaneous in 
quality. The Swazi series is now being tested on other African groups with 


encouraging results. 





SOCIAL INFLUENCES IN ZULU DREAMING, by S. G. Lee, Nqutu, Zululand. The 
Journal of Social Psychology, Vol. 47, 1958, pp. 265-283. 





To the Zulu, as to depth psychologists, dreams are of great importance. They 
can greatly influence the life of the individual Zulu, mainly because it is 
held by the people that dreams are, to parody Freud, “the royal road to the 
ancestors." The ancestral spirits, venerated in the indigenous religion, are 
believed to use the dream as their chief means of communication with this 
world. In dreams they can convey both approval and disapproval of the actions, 
past, present and future, of their descendents. In addition, dreams are held 
to be of both diagnostic and prognostic significance in the tribal medical 
system--particularly where psychogenic disorders are concerned. 

The Isangoma diviner (diagnostician, soothsayer and interpreter of the 
ancestors), most highly regarded medical consultant in Zulu society, attains 
his position only after he has developed a "soft head" and become a "house of 
dreams," “the new home of the ancestors," and has undergone a long period of 
training under a senior diviner. About 90% of the Isangoma diviners are 
women. Male diviners are frequently transvestite and are generally regarded 
as “feminine.” Many dreams are held to be of prophetic import and may indi- 
cate a course of action to be followed by the dreamer. 

This investigation was concerned mainly with the incidence and aetiology 


of certain local psychogenic disorders common in the areas and the relationships 
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of these states with marital status, age, obstetrical history, dreaming, etc. 
Some 600 subjects, a fairly representative sample of the population, were asked 
"How much do you dream?" and "What do you dream about?". Hence, the central 
manifest content of a large number of dreams was obtained. This formed part of 
the extensive investigation. In the intensive research, carried out on some 120 
women subjects, the same questions were asked about dreams, but later free in- 
terrogation by the interviewer was allowed, and the individual subject was asked 
to describe two recent dreams in detail. All dreams collected could be readily 
classified under fewer than 50 main "content" headings. Lee believes it would be 
next to impossible to secure this degree of limitation and uniformity in dreams 
collected from any sections of a complex Western society. 

Women showed more dream activity than did men. Of 389 women, 52% said 
that they had "many" dreams, and 48% reported "few" or "no" dreams. Comparable 
figures for 136 men were 40% and 60% respectively. Despite the women's aversion 
to nearly all dreaming, they were less likely to show serious and incapacitating 
symptoms as the result of dreaming any particular dream repeatedly. On the 
other hand, men regarded nightmares, particularly those of the classical suffo- 
cation type, with deep horror and often had to be hospitalized as the result of 
ensuing enxiety symptoms. 

There were great group differences in terms of the central imagery or 


theme of reported dreams. It was disclosed that dream content for the particular 













sex was derived almost exclusively from areas of social experience permitted by 


the culture in the indigenous system of sanctions of some 50 or 100 years ago 













(italics Lee's). Thus, women acting under a traditionally very strong cultural 






imperative dreamt of babies and children, while men dreamt of cattle, the ac- 


quisition of which is their chief economic goal and source of prestige. This 







was despite the fact that women now must perforce work with cattle while their 
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men are away from home about 10 months of the year as a result of the migrant 
labour situation. 

When asked, about 50% of the women said that they wished they were 
men and could enjoy men's prerogatives, but while they now handle cattle 
daily, they are unable in their dreams to take over the symbols which by 
traditional social sanction are the prerogative of the male. In areas of 
experience permissible to both sexes, such as tribal gatherings, no great 
differences appeared. Men in their dreams did not reflect their increasing 
contacts with Western civilization but reverted to their tribal culture of a 
generation or more ago. 

The Zulu girl, unmarried, with a high premium set by the society on 
her technical virginity, fears marriage but expects to bear children as a mark 
of her attainment of adult status. The married woman who has borne two or 
three children no longer has a very strong motive for bearing more, although 
there may be some cultural pressure to do so, but at least she is not in the 
disgraceful position of the childless wife. These two groups may have unre- 
solved conflicts about childbirth, but they are usually not very intense. 
Their dreams (of "still water") indicate little anxiety. But many married 
women with considerable experience with childbirth have nightmares (of 
"flooded water") in which the life of the dreamer might be threatened. Here 
there is fear of further deliveries and child rearing, indicating conflict with 
the social pressure to continue bearing children. The "flooded water" night- 
mare may continue among post-menopausal women who are allowed many hitherto 
masculine prerogatives but must relinquish any desire for more children and 
may have to suffer the sexual competition of younger wives. 

Women “worried by dreams" belonged for the most part to the more 


traditional elements of the population, closely tied to their feminine roles, 
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and were not common among those who had achieved a certain measure of "masculine" 
function in such things as money matters, dominance in the home, etc. Rough 
correlations also appeared between the ages of the dreamers and the particular 
dreams they had. Generally speaking, their dreams were "appropriate" for their 


age, status and role. 





4. Central America and Caribbean 


B.D. PAUL describes the case history of Guatamalan girl cured of mental illness 
by a primitive form of psychotherapy. An account of culturally-stereotyped hys- 
terical manifestations in Martinique is given by M. DESPINOY, A. BENOIST, and 

J. MARES, who assert that "hysterical" behaviour need not be related to psycho- 
pathology. 


MENTAL DISORDER AND SELF-REGULATING PROCESSES IN CULTURE: A GUATEMALEN ILLUS- 
TRATION, by Benjamin D. Paul, Boston, Massachusetts, U. S. A. Interrelations 
Between the Social Environment and Psychiatric Disorders. Milbank Memorial 
Fund, 40 Wall St., New York, N. Y. 





The author cites the case of a girl in a Guatemalan village who rebelled against 
the submissive and subordinant role to which her country's culture assigned her. 
As a result, she developed a mental syndrome which in a more developed Western 
culture would have hospitalized her. However, the primitive therapy adopted by 
her family and friends was so structured as to effect a cure. 

The girl's first husband left her after accusing her of flirting with 
other men. She had a child by her second husband, a culturally marginal man of 
unstable character. She quarreled with him and her mother-in-law, and finally 
left, taking her chiid, to return to her own family. She at length married for 
a third time, deserting the child who was adopted by relatives. 

By eloping and deserting the baby she alienated her own family and 
within a month was seriously quarreling with her third husband and his family. 


The climax came when he accused her of flirting with other men and beat her. 


She lapsed into a state of unconsciousness which became the onset of a dissoc- 
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iated episode. Husband and father-in-law tried to rouse her without success; 
thoroughly frightened, they sought shamans to administer to her. She remained 
in a state of fugue, not recognizing what was happening around her. Within a 
week she had a remission and resumed her normal activities, free of hallucinations. 
However, the hallucinations returned. The crisis came when she attacked her 
husband with apparently homicidal intent. She was at length subdued by her hus- 
band and father-in-law who threatened to send her to prison. She pleaded for 
mercy, promising never again to misbehave. Her pleas prevailed. Thereafter she 
dramatically altered her behaviour from argument and rebellion to psychological 
withdrawal. By doing so, she was no longer regarded as a threat to society and 
its norms. She was now regarded as a passive target of a more sinister threat 
--literal death. Any kinsman might be struck by the ghosts around, To save 
themselves, for purely personal reasons if for no other, her relatives and fam- 
ilies had to work for her, to repel the invading spirits: 

The process of social alienation was now reversed. Groups of relatives 
who had been at odds with her and each other now came together in common action. 
Once shunned by society, she was now the centre of attention, for it was be- 
lieved that the soul of anyone gravely sick, whether emotional or organic, is 
in danger of being seized by supernatural animals who wait for the weakened 
patient to be left unguarded. It was therefore necessary for relatives and 
neighbours to be in constant and protective attendance. She was under day- 
and-night vigilance during most of the time when she (and her kinsmen) were 
in deepest danger. 

Eventually she recovered to live a normal life with her family, appar- 
ently reconciled to her feminine role and place in Guatemalan culture. Having 
no hospitals to hide her in, the community provided her with a key to re-enter 


their own society. 
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HYSTERICAL MANIFESTATIONS AND CULTURE, by M. Despinoy, A. Benoist, J. Mares; 
Fort de France, Martinique. Presented at the Congres psychiatric et neurologic, 
Lyon, France, 1952. (Mimeographed ) 








The influence of culture on the rate of hysterical manifestations has been re- 
peatedly asserted though the specific factors involved have been little explored. 
Hysterical seizures seem to be more frequent in Martinique (French Antilles) 

than in Europe. This has been noted by the authors and general practitioners. 
Most of the patterns of culture in Martinique are French, but ‘superstitious’ 
beliefs with vestiges of African religions are still active. Some ‘witch 
doctors! are supposed to be in communication with supernatural beings and may 
send ghosts (zombies) to persecute a foe. 

The hysterical manifestations observed were, in the order of frequency: 
generalized crises, aneroid states, numbness and anaesthesia, blindness and 
paralysis. 

Interpersonal stressful situations of which the individuals are incom 
pletely aware set off and are experienced as supernatural visitations and lead 
to culturally-stereotyped hysterical manifestations. This sequence, aneroid 
experience and crisis the next day, may be constant. The relation between hys- 
terical manifestations and religion may be better understood through parallel 
studies in Haiti, where African trends are more «tive than in Martinique (See 
Newsletter No. 5, pp » 50=53, Louis Mars). Voodoo is a mixture of African 
rites and Catholic beliefs. During the ritual dances the venerated ancestral 
spirits and gods (loa) may take possession of one of the participants. Anyone 
may be subject to this possession although the performance of certain possessed 
persons is given special significance. Studies of Voodoo possession indicate no 
basic difference from hysterical manifestations. Common to both of them is a 
retrograde amnesia. 

The behaviour of the person in this state of possession conforms to the 
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complex standardized behaviour patterns of the religious ritual even if it is 
used occasionally for personal benefit or as the expression of unconscious 
tendencies; the phenomenon as such is cultural rather than neurotic. Such 
"hysterical" behaviour, in the author's opinion, need not always be related 
to psychopathology. 

When the cultural milieu maintains such behaviour it is without neur- 
otic significance; but if it occurs in different cultures it mst be neurotic- 


ally determined. 





5. North America 


Pregnancy timing patterns are shown to differ in three different cultures 
within Western society (Utah, Indiana, and Denmark) in a study by H. T. 
CHRISTENSEN. Psychological and social factors may explain the high rate 
of psychotic reactions among lepers (10% of the patient body), according 
to P. LOWINGER. Reporting on the Midtown Study, New York, U. So Ae, 

M. OPLER urges the treatment of mental disturbances from the standpoint of 
the aetiology and psychodynamics of persons seen in their total environ- 
mental settings. E. ROBINS and P. O'NEAL suggest that suicide is an 
excellent model for studying the relations between society and mental 
disorder. A study of 53 Hungarian immigrant patients by E. K. KORANYI, 
A. KERENYI, and G. J. SARWER-FONER, noted marked neurotic conflicts in 
early life as contributing importantly to adaptive difficulties. 


VALUE VARIABLES IN PREGNANCY TIMING: SOME INTERCULTURAL COMPARISONS, by 
Harold T. Christensen, Lafayette, Indiana, U. S. Ae Published in Studies of 
the Family, Anderson, Nels (ed.); Gottingen, Germany; Vandenhoeck and 
Ruprecht, 19583; pp. 29-45. 











Pregnancy timing data from three widely different cultures within Western 
society have been compared in order to determine the effects of group norms 
upon selected behaviour and the consequences of this behaviour. The cultures 
studied were Utah, which has relatively conservative sex and fertility norms, 
due to the considerable influence of the Mormon Church there; Indiana, which 


is perhaps somewhat average for the United States; and the country of Denmark, 











which has a very liberal tradition on matters pertaining to sex and reproduction, 
as is characteristic of Scandanavia in general. 

Though available indices were not strictly comparable in every respect, it 
was demonstrated that pregnancy timing patterns do differ among the three cultures 
and in the directions anticipated. For example, the Utah group was shown to be 
lowest in illegitimacy and in premarital conception followed by marriage, to have 
the highest percentage of early conception following the wedding, and to have the 
highest overall birthrate. In contrast, Denmark showed up at the opposite ex- 
tremes on all four of these items, with the differences being considerable. In- 
diana's positions were in between, though in every case closer to those of Utah 
than those of Denmark. Interestingly, Utah and Denmark showed substantially the 
same average interval to first birth within marriage, but for different reasons; 
the first had little premarital but considerable early postmarital conception, 
while the second had considerable premarital but little early postmarital concep- 
tion. 

As to possible effects, it was found that in Indiana premarital pregnancy 
is associated with disproportionately high divorce rate, while in Denmark it 
apparently is not. This suggests that the negative effects of premarital preg- 
nancy may be greatest in the most restrictive cultures, and least (or perhaps 
even positive effects) in the most permissive cultures. More research is needed. 

It is further hypothesized that the patterns and effects of sexual behav- 
iour are relevant to not only those broad group values approached via intercultural 
comparisons, but also to personal values and husband-wife combinations of values 


which lend themselves to intracultural comparisons. The same three cultures-- 





Utah, Indiana, and Denmarke-are currently being studied to further test the 


theory, including these extended aspects. 











LEPROSY AND PSYCHOSIS, by Paul Lowinger, Detroit, Michigan, U. S. A. To be 
published in the American Journal of Psychiatry. Presented at the 1958 
meeting of the American Psychiatric Association. 





A census of mental illness at the National Leprosarium, Carville, Louisiana, 
was made in September, 1953, among the 377 leper patients. This was based 

on the 1950-1953 records of an active psychiatric consultation service that 
examined patients with psychiatric and emotional problems as well as all the 
new admissions. 6.6% of the lepers had schizophrenic reactions. All psychotic 
reactions amounted to 10% of the patient body. This is greatly increased over 
the rate of schizophrenia as well as psychosis in the population of the United 
States. It is also in considerable excess of the rate of psychosis prevalent 
in hospitalized tuberculosis patients. 

Nearly all of the schizophrenia was of the chronic type with amthy, a 
thinking disturbance, blunting of emotion and withdrawal from interpersonal 
contact prominent in the clinical picture. The non-schizophrenic psychoses 
were almost entirely either senile or arteriosclerotic organic brain reactions. 

Psychological and social factors in the patients may explain many of 
the psychotic reactions, i.e., the low socio-economic educational level; the 
isolated, socially fragmented, paranoid and stagnant quality of leprosarium 
life; and the loss of contact with family, friends and community due to the 
stigma of leprosy. The loss of self-esteem, withdrawal, and guilt due to the 
onus of leprosy is important. The common loss of eyes, noses, ears, hands, and 
feet due to leprosy corresponds to a psychological disturbance of body image. 

A biological affinity between schizophrenia and leprosy presents itself 

as a possibility. There is some suggestive evidence for organic brain in- 
volvement in leprosy, despite many findings to the contrary. 

A program for clarification of the stress of leprosy on the human 
organism can be outlined. This includes neurological, psychiatric, psycho- 
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logical, sociological, psychodynamic, physiological and pathological studies of 
the leprosy patients. Such a study of the leprosy-schizophrenia problem would 
obtain the information needed to plan psychiatric care for lepers and might well 
make fundamental contributions to the understanding of both schizophrenia and 


leprosy. 








EPIDEMIOLOGICAL STUDIES OF MENTAL ILLNESS: METHODS AND SCOPE OF THE MIDTOWN 
STUDY IN NEW YORK, by Marvin K. Opler, Buffalo, N. Y., U. 5. As Symposium on 
. Preventive and Social Psychiatry, Walter Reed Army Institute of Research, 
Washington, D. C., Ue. S. Ao, 1958, pp- 111-147. 





The Midtown Study, undertaken in 1952, was an enquiry into social and cultural 
variables in mental illness based on a study of the aetiology and psychodynamics 
of persons in various environments. The scene in New York which forms the study 
area has been the setting of ethnic group settlement for over a century. Two- 
thirds of Midtown population belongs to seven ethnic groups, each residing in 
distinct areass Germans, Irish, Hungarians, Czechs, Slovakians, Italians, and 
Puerto Ricans. The area also contains a conglomerate "Old American" group. In 
census tract analyses of 1940-1950 each ethnic group showed stable settlements of 
foreign~born, except the Hungarians who are dwindling in number, and the Puerto 
Ricans who are increasing. 

- The four major phases of research, planned and conducted almost concurrent- 
ly, embodied community field work, sample and subsample studies of deepening in- 
tensity, and combinations of psychiatric, anthropological and psychological en- 
quiry in crosscultural studies. 

The first phase was a survey of ethnic groups and census comparisons in 
demography. From these the first descriptive and analytic studies were developed. 
Stage 2 involved a randomized probability sample of adult population, some 
1,660 persons, ages 20 through 59. The basic instrument was a home interview 
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questionnaire developed along interdisciplinary lines that included psychiatry, 
psychology, sociology and anthropology. Construction of items of psychiatric 
significance required the bulk of effort and proved difficult to achieve 
across class and cultural boundaries. 

Stages 3 and 4 were devoted to more intensive studies of families and 
patients. Stage 3 was an exhaustive follow-up study of purposive subsamples 
of respondents selected from the Stage 2 probability sample survey. From the 
original randomized sample seven major cultural groups were selected as ap- 
propriate for study. Mental health ratings were the core and basis for selec- 
tion, and leading variables selected for control, in addition to mental health, 
were sex, generation, and status or status mobility. In followeup studies and 
subsequent re-ratings, anthropologists (functioning as teams) studied family 
and individual ratings intensively. Stage 1 materials, the questionnaire 
group-profiles, discussion as field work progressed, and the advice of psychi- 
atrists helped to extend the respondent follow-up study to "the total family 
dynamics...and the cultural milieu from which the patient came." After field 
work by anthropologists, a clinical psychologist was introduced into the home 
scene for later formal "testing." 

Stage 4 was designed to run parallel to Stage 3. It involved anthro- 
pologically focused interviewing with patients, along with a broader study of 
independent psychological testing, psychiatric consultation on the cases, and 
a formalized structure of observations and analysis. This part of the research 
design was concerned with schizophrenic patients from selected ethnic groups, 
studied both as individuals and as samples. 

Treatment of mental disturbance today, the author contends, depends on 
understanding the individual's psychodynamics and psychopathology with refer- 
ence to his history, his setting, and his needs, conflicts and defenses. Op- 
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ler is in accord with the late T. A. C. Remnie, a coworker on the Midtown Study, 
who said: “Social psychiatry is...the study of the aetiology and dynamics of 
persons seen in their total environmental settings." The author warns against the 
danger in multidisciplinary research involving relational causal systems of so 
abstracting the individual from his meaningful cultural background that he ceases 


to be a responsive or live subject for diagnosis, case formulation, or psychotherapy. 





CULTURE AND MENTAL DISORDER. A STUDY OF ATTEMPTED SUICIDE, by Eli Robins and 
Patricia O'Neal, St. Louis, Missouri, U. S. A. Human Organization, Vol. 16, 
Noe 4, 1958, pp. 7-ll. Reprint. 





Observations were made on 109 patients brought to a large general hospital immed- 
iately after having attempted suicide. These patients represented 90.1% of the 
120 patients seen in the hospital emergency room for attempted suicide during a 
five-month period. All patients were examined by means of a standardized ques- 
tionnaire which included openeended and fixed-alternative questions. The ques- 
tionnaire covered past and present medical history, a description of the suicide 
attempt, and a personal and social history. Correlations were made between 
clinical diagnosis, the patient's adjustment during his life, and the social 
factors in the suicide attempt itself. 

The authors learned that attempted suicide occurs in a variety of psy- 
chiatric diseases and that invariably the person who attempts to take his own 
life is clinically ill. There are five illnesses which account for 75% of all 
diagnosed patients who attempted suicide: sociopathic (psychopathic) personal- 


ity; chronic alcoholism; conversion reaction (hysteria); chronic brain syndromes 













(chiefly senile psychosis and cerebrovascular disease), and manic-depressive 


psychosis, depressed phase (including involutional melancholia and psychotic 








depressive reaction). Suicide attempts rarely or never occur in anxiety 


reaction (anxiety neurosis). 
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The five psychiatric illnesses which account for the majority of sui- 
cide attempts are sharply differentiated into two groups with regard to the 
importance of social factors in the suicide sebnenenn The first group, which 
includes sociopathic personality, chronic alcoholism, and conversion reaction, 
exhibits a high prevalence of social difficulties which are lifelong and ap- 
parently intimately related to their suicide attempts. The second group in- 
cludes manic-depressive depression and chronic brain syndrome and shows a low 
prevalence of such difficulties. This distinction in the importance and freq- 
uency of social disturbances between patients, continues throughout their lives 
and ultimately plays a differential role in their suicide attempts. The auth- 
ors contend, therefore, that clinical diagnosis is an extremely important var- 
iable in determining whether or not a suicide attempt will occur and whether 
socially oriented difficulties will be of great importance or of little in- 
portance in precipitating a suicide attempt. 

The finding that every person who attempted suicide was psychiatrically 
ill indicates to the authors that :(a) In the United States attempted suicide is 
not a way of responding to social stresses by clinically well persons, regard- 
less of the severity of the stresses and of the person's status in the culture; 
and that (b) although the presence of a psychiatric illness is a necessary con- 
dition for attempting suicide, it is not a sufficient condition, since not 
every person with a psychiatric illness which may lead to attempted suicide 
actually makes an attempt. 

Robins and O'Neal believe that attempted suicide is an excellent model 
system for the study of the relations between society and mental disorder, and, 


further, that the social and psychiatric study of successful suicide is poten- 





tially an even better model system because the social and statistical data 


concerning successful suicide can be collected more completely and with less 
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sampling bias than equivalent data on attempted suicide. 


(See also in this issue A PROPOSAL FOR AN INTERNATIONAL STUDY OF SUICIDE, by 
Koji Sato and Taro Sonohara, Page 13; SUICIDE IN HONG KONG, by P. M. Yap, page 
14; and A DESCRIPTION OF THE DANISH NATIONAL CHARACTER BY A DANISH SCIENTIST, 
by Erik Schigdt, page 69.) 








by E. K. Koranyi; A. Kerenyij and G. J. Sarwer-Foner. Medical Services Journal, 


Canada; XIV: 6, June 1958, ppe 383-405. 

This wade consists of two parts. As a frame of reference, the first describes 
the socio-cultural profile of Hungarians as a group; the second part deals with 
53 Hungarian immigrant patients in terms of their symptomatology, personality, 
attitudes, and common features of their illness. 

The first part illustrates a socio-psychiatric cross-section of Hungar- 
ians, putting emphasis on strong national feelings, sentiment of self-sacrifice 
and martyrdom, isolation due to geographical, linguistic reasons as well as 
food habits, entertainment, etc. Some ambivalent attitudes towards authority, 
and some culturally fostered paranoid attitudes expressed in their feelings 
about "strangers" were pointed out along with the principle that this crude 
profile is not necessarily applicable to any one individual. The above- 
mentioned features are exemplified with references. 

The Hungarian immigrants who came to Canada were subdivided into three 
distinctly different groups: (1) Pre-war; (2) post-World War II (1945-1956); and 
(3) post-1956 revolution. Features characteristic of each group were described. 

In the second part of the study 53 patients (13 post-World War II and 40 
post-1956 revolt groups) were investigated. 

All patients with the possible exception of three showed marked neurotic 
conflicts in their earlier lives. Conscious, other than political, and uncon- 
scious reasons in their motivation for leaving Hungary were described, and it 
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was noted that the more the unconscious motives outweighed the realistic ones, 
the more likely they were to have adaptive difficulties. Hungarian immigrants 
showed basically no different psychopathology from that of other groups, except 
that the psychopathology is channelized in terms of their background and in- 


fluenced by attitudes common to their culture. 





6. Europe 


Social customs are contrasted between Danes, Swedes and Americans by M. 
MARUYAMA. E. SCHIQDT discusses Danish character as revealed by suicide 
rate, the world's highest. 


OBSERVATIONS ON THREE CULTURES (Denmark, Sweden and U. S. A.), by Magoroh 
Maruyama, Berea, Kentucky, U. S. A-~ 24 pp. Typescript. 





The author sees the introspective character of most Danes and their preference 
for a subjective approach to intellectual problems as making them unduly dis- 
trustful of generalizations based on concrete data, even when such generaliza- 
tions are a synthesis derived from thorough, extensive and systematic research. 
The Danes, says Maruyama, “are more inclined to subjectivism, introspection 
and appreciation of particular, isolated matters, while the majority of Wes- 
terners search for objective knowledge, synthetical relationship between var- 
ious elements and factors and the general tendency of the whole." Foreigners 
find the Danes reluctant to expose their thinking processes, yet highly criti- 
cal of broad conclusions and overly fond of seeking out the exceptions to 
disprove the rule. Their reluctance to generalize and their love for the 
particular lead them to call “superficial” any generalized statements. Rapport 
with foreigners is further complicated, the author finds, by the Danes' liking 
for the indirect approach to a subject--the art of meaning what one does not 


say and of not saying what one means. The average Dane, furthermore, appears 
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to dislike and tries to avoid conversation at a high intellectual level. 

The courtshipemarriage pattern in Denmark does not have the sociometric 
mobility that it has, for example, in the United States. Young people meet the 
opposite sex in small social groups which usually come together by chance, such 
as being neighbours in rooming houses, classmates, or because they work together 
in the same office. The fluidity and ease of making wide social contacts, such 
as in America, are absent. However, meeting and getting along with members of 
a peer group is not difficult in Denmark because the population is highly homo- 
geneous. Partners "pair off" on early acquaintance and are likely to become 
psychologically isolated from others in their group. Sexual union is common 
before marriage; children of premarital relationships do not bear the social 
stigma they do in other societies. The divorce rate is high, about 25%, the 
principal causes being boredom, failure to create activities of common interest, 
and neurotic withdrawal. 

Maruyama reports that while the Dane is secure in his provincialism 
and convinced of the correctness of his self-image, the Swedes think of them 
selves as hard to meet and difficult to make friends with. The author found, 
however, that once a social rapport has been established with Swedish acquain- 
tances, they were friendly, uninhibited, and similar to Americans in their 
social relationships. A constructive type of self-criticism appears to prevail 
among the Swedes which makes them an engaging ethnic group to meet once the in- 
itial social barriers are surmounted. They look for the best among their for-~ 
eign visitors with a view to improving themselves. 

Interrelationships of the sexes, particularly among the younger people, 
appear somewhat similar to those in Denmark. Stability and security of friend- 
ships are valued more highly than the casual development of numerous acquain- 
tances, as seems to prevail in the United States. The author found young women, 
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as in Denmark, more introspective and little inclined to take part in general 
social activities or to take the initiative in making acquaintances. 

Maruyama observes that foreigners, upon perceiving the abundant social 
contacts inherent in American life, interpret these as a sign of the desire 
to conform and a fear of loneliness; also that the high sociometric mobility 
prevailing among Americans is an indication of superficiality. What the vis- 
itor fails to perceive, Maruyama declares, "is the function of communication 
and the meaning of value#homophylic selection in American life." He implies 
that Americans instinctively perceive that commnication in its various forms 


is an indispensable tool in personality development. 





A DESCRIPTION OF THE DANISH NATIONAL CHARACTER BY A DANISH SCIENTIST, by 
Erik Schigdt, Aalborg, Denmark. Translated from the Danish (Magoroh Maru- 
yama). Perspektiv,; 1957, pp. 141-143. 





The author deals mainly with the Danish character as revealed by its suicide 
ratio, which is the highest in the world (23.3 per 100,000). 

With respect to physical environment, the ratio seems to depend more 
on the primary regions of Denmark itself than on general urban area-rural area 
differences. Cities, which as a whole have a higher suicide ratio than rural 
areas, have a lower ratio in Denmark than some of its rural areas. 

The ratio also seems to depend on place more than on people, as shown 
when many Irish and Norwegians, whose suicide ratio is comparatively low, 
emigrated to Copenhagen. The city's ratio fell temporarily but then resumed 
its previous level, the emigrants taking up the suicide ratio of their new 
country after a generation. 

Although the highly developed social welfare system in Denmark may 
have contributed toward the decrease of suicide in the old popwlation, it 


cannot explain the differences in the suicide ratio between Denmark and 
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other countries such as Ireland and Norway. Therefore, the author turns speci- 
fically to the "national character" of the Danes. He mentions that throughout 
Danish folklore there are relatively numerous suicides. Writers from both Den- 
mark and other countries describe the Danes as too pessimistic and critical to 
maintain harmony of mind, conformists who "follow the rut of conventional ideas," 
living in "spiritual laziness and fatigue, disgust of life," characteristics 
which are not irrelevant to suicide. 

"The life in Denmark is to some extent eventless and without excitement. 
The Danes have much patience and can bear much for a long time. But suddenly 
they may break down due to an accumulated burden. Im any case it is the break- 
down of the mental mechanism that we physicians see often in the suicides. The 
long latent period and the sudden act (of suicide) are characteristic not only 
of Hamlet, but also of other Danes. An Irishman or a Norwegian will react much 
earlier in the difficulty. Therefore, their reactions are seldom as drastic as 
suicide and find the outlet in revolt or in emigration rather than in self- 
destruction." 
(See alco in this issue A PROPOSAL FOR AN INTERNATIONAL STUDY OF SUICIDE, by 
Koji Sato and Taro Sonohara, page 13; SUICIDE IN HONG KONG, by P. M. Yap, page 


14; and CULTURE AND MENTAL DISORDER. A STUDY OF ATTEMPTED SUICIDE, by Eli Robins 
and Patricia O'Neal, page 64.) 


000 
III VIEWS AND NEWS 


Psychologia. The attention of our readers is directed toward this new journal 
published in Japan and edited by Professor Koji Sato of Kyoto. It presents 
Japanese psychological research in its relationship to research carried out in 
other countries. Every anmual volume includes a special number entitled 


"Psychotherapy in the East and the West." 
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DR. E. GARTLY JACO, Galveston, Texas, U. S. A. comments on the issue of "social 
psychiatry" versus "cultural psychiatry" and also on the use of the term 
“transcultural" psychiatry as applied in the Newsletter. 

"I think that the terms social and cultural psychiatry are intrinsically un- 
fortunate and reflect, in my opinion, to a great extent a disciplinary or 
academic bias, or academic vested interest. It is my opinion that anyone, 
particularly a behavioural scientist, who insists upon a distinction between 
the terms social and cultural psychiatry, is attempting to serve as a proponent 
of a particular social science discipline, more than offering a realistic div- 
ision of intellectual labour and “environmental psychiatry." I am well aware 
of a few social scientists who have promilgated the use of both of these terms 
in their own writings, and it is interesting that such differential use depends 
upon whether or not the promulgator is a sociologist or a social or cultural 
anthropologist. That is, if the "disseminator" is a sociologist, he may endorse 
the term "social psychiatry," while if he is an anthropologist, he may "beat 
the drums" for "cultural psychiatry." While I, as a sociologist, accept the 
analytical distinction between the social and cultural realms of human behaviour, 
I do not extend this distinction into the realm of academic disciplines, in 
that I think that sociologists, as well as social anthropologists, are at lib- 
erty to study both social and cultural phenomena. Every basic textbook in 
sociology includes the realm of culture as a legitimate and prominent area of 
the field of sociology. However, I am aware that this is not the case for the 
field of anthropology, within which the subspeciality of cultural anthropology 
has developed. I feel it would be most unwise and unjustified for the socio- 
logist to deny the study of culture by anthropologists and equally so for the 
anthropologist to deny the study of culture by sociologists. Social anthro- 
pologists study social organization as much as they do comparative culture and 
have been doing so without any objection from sociologists, who also study 
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these phenomena. I do hope, however, that anthropologists never take the stand 
of some clinical psychologists concerning the "right" to study culture or that 
they think that they have the exclusive privilege of studying culture. I get 
the impression from time to time, particularly in certain anthropological writ- 
ings, that this is a latent attitude that has occasional overt expression. I 
do not feel that there is any feeling of this kind among sociologists in the 
mental health field, and I hope it will so continue, especially in my own dir- 
cipline. 

"I would agree with your editors that "transcultural" psychiatry could 
be distinguished legitimately from cultural psychiatry or social psychiatry. I 
interpret the word "trans" literally to mean "across," which could be made to 
distinguish from studies of cultural psychiatry or social psychiatry. That is, 
the effort to compare different aspects of mental illness between different 
cultures could include the biogenetic as well as the peycho- and socio-genetic 
aspects of mental illness, while “cultural psychiatry" could independently in- 
vestigate the impact of culture upon mental illness within a particular society 
or on a comparative basis. Therefore, on an analytical basis, one could make 
this distinction between transcultural and cultural psychiatry. 

"On the other hand, I would personally regard both cultural psychiatry 
and transcultural psychiatry as areas within the larger rubric of "Social Psy- 
chiatry." I, like most sociologists, regard culture as a component of total 
human society with the term social or society encompassing a larger area of 
man than merely culture. I like the analogy to the human organism in that the 
total organism would be human society, while the organic systems of the body 
would represent culture and its institutions, and social groups associated with 
cultural institutions would be analogous to the organs within the system of the 


body, and the individual would represent the cells within the organs. In terms 
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of this formulation, therefore, social psychiatry would be the larger, broader 
term to encompass all environmental studies of psychiatry, with eultural psy- 
chiatry and other studies of environment falling under this major label. I 
would not wish to restrict any inquiry into any component to any particular 
academic discipline, be it sociology, anthropology, psychology, or any of the 
specific social or medical sciences. As a sociologist trained in all of the 
social sciences including anthropology, I feel that I should be free to in- 
vestigate any aspect of society, including culture, that I feel reasonably 
competent to do so and would respect that of anyone else in my own or other 
discipline. The fact that all of the social components are linked to the 
biological and psychological, means that in those areas that I do not feel 
competent to study, yet recognize their significance to other disciplines 
beyond my competence, then I would seek to collaborate with other members of 
the "team" in the other social, biological, and medical sciences in a concerted 
effort to expand our attack on the whole problem of mental illness and health. 
I feel quite emphatically that any efforts to restrict certain phenomena or 
subject matter to specific disciplines per se,would hamper if not seriously 
inhibit the necessary interdisciplinary or multidisciplinary efforts in a con- 
certed, overall attack on the mental health problen. I might add that this 
comment is made also for the benefit of the medical and psychiatric professions 
as much as for any of the behavioural sciences. 

"In sum, I feel that any efforts to make hard and fast distinctions 
between social, cultural, and transcultural psychiatry are academic, unneces- 
sary, fruitless, and may lead to discouraging any essential, if not crucial, 
collaboration and teamwork between the bebbetdaca’ sciences and psychiatry. 

I, therefore, regard any serious discussion of this "problem" as an unfor- 


tunate and regrettable tangent, which I hope will not develop into an issue 
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or controversy of any merit or affect." 





DR. ROBERT J. LIFTON, Cambridge, Massachusetts, U. S. A. writes that he intends 
to leave for Japan in late August or early September for two years of research. 
"I will divide my time between Kyoto and Tokyo, working with psychiatrists and 
psychologists from both cities. My main interest is in problems of identity, 
especially as these are related to individual effects of culture-change. I 
will work mainly with young people--between 18 and 30--including "normal," 
neurotic, and psychotic subjects. I will depend mostly upon interviews, but 
will have some psychological testing done, and will make use of other kinds 
of observations as the opportunities present themselves. 

",ecceol did make a preliminary trip to Japan last summer to make 
arrangements, and at that time I gathered some rather interesting data on 


social patterns among Japanese youth." 





~~ 


DR. RO CHAE SONG, Seoul, Korea, weports that at the Anmal Armed Forces Med- 
ical Meeting held at Seoul last November 1958, he presented a paper. on''"Com- 


parison of the Results of Interviews with Americans and Koreans." 





DR. E. T. SHERWOOD, formerly at Rhodes University, Grahamstown, Union of South 
Africa, has received a Fellowship from the Canada Council to complete his pre- 


sent research in North America in 1959. 


Changes of Positions and Addresses 

IRVING M. ROSEN, formerly the Clinical Director of the Philadelphia State Hos- 
pital, Philadelphia 14, Penna., has been appointed Clinical Director of the 
Cleveland Psychiatric Institute, 1708 Aiken Avenue, Cleveland 4, Ohio. 
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GEORGE DEVEREUX, formerly of 1230 Park Avenue, New York 28, N. Y., 
has moved to 200 East End Avenue, New York 28, N. Y. 

WILLIAM CAUDILL, formerly a Lecturer on Social Anthropology, 
Department of Social Relations, Harvard University, Cambridge 38, Mass., is 


now with the Seiwa Hospital, 74 Benten-cho, Shinjuku-ku, Tokyo, Japan. 





Requests. 


OTTO BILLIG, 614 Medical Arts Building, Nashville 12, Termessee, makes the 
following request. "I am doing some research (concerning paintings and 
drawings of schizophrenic patients) and have come to the conclusion that the 
clinical disintegration of schizophrenic patients can also be demonstrated 
by the disintegration in space and in movement of their paintings. At least, 
that has been the case among psychotic patients in this country. I would 
expect that a similar mechanism takes place among all patients regardless of 
cultural background. I would be very interested in seeing if such mechanisms 
could also be shown among groups of patients from other countries of a more 
isolated cultural background with less intercommunication. 

"Do you know of anyone who has been doing any study along this line? 
I would like to obtain spontaneous drawings or paintings of patients from 
isolated areas to study. It would be of help to compare patients of various 


levels of regression." 


MAGOROH MARUYAMA, c/o Mr. Charles Drake, Box 258, College Station, 
Berea, Kentucky, has two requests to make to the readers of the Newsletter. 
(1) "Two of the ethological findings, i.e. phylogenetic study of animal 
behaviour, mentioned below, Have been cross-checked with some anthropological 
materials also mentioned below. I would appreciate crosscultural materials 
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from the readers. 


"1. Reference is made to p. 208, The Study of Instinct, N. Timbergen, 





1951: ‘Locomotion as a whole has been proved in several animals to be governed 

by an entirely innate co-ordination pattern.’ The following anthropological 
material agrees with it: Margaret Mead, "Cultural Patterns and Technical Change," 
UNESCO 1953, p. 230, 11. 11-18: 'In many regions infants are swaddled or kept 

on a stiff cradle board where movement is made impossible. The reasons given for 
this practice vary from society to society, and in each case what is communicated 
to the child through the practice varies with the values of the culture. Stud- 
ies of American Indian children who were reared on a cradle board, in comparison 
with children who are not, show that such devices do not delay co-ordination 

and locomotion, and that they seem to give the growing infant a feeling of 
security. ' 

"2. Reference is made to p. 210, Ibid: '...in situations of extreme 
tension at the front, just before an actual attack, infantrymen may be overcome 
by a nearly insurmountable inclination to go to sleep.' The following anthro- 
pological material agrees with it: Gregory Bateson and Margaret Mead, "Balinese 
Character," 1942, p. 39: ‘If, nevertheless, something strange and frightening-- 
and all that is strange and unfamiliar is frightening--enters the life of a 
Balinese, he takes refuge in relaxation even deeper than that provided when he 
lies back against his father's body: he goes quietly to sleep. The child who 
is frightened by the tantrum of his child nurse falls asleep as she shrieks out 
her unrestrained rage right beside his closer ear. The older child who has 
lost or broken some valuable thing will be found when his parents return, not 
run away, not waiting to confess, but in a deep sleep. Scenes of birth are 
fearful occasions because newborn babies attract witches. Children learn to 


be afraid of birth, and if they find themselves in the house--which in Bajoeng 
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Gede means literally im bed-e-with a birth, they fall into a deep sleep, and 
the watching women say, "Takoet, poeles" ("In a fright, asleep"). People at 
the scene of an accident sit in a paralyzed semi-stupor, not talking, not 
looking, but nodding; the thief whose case is being tried slowly falls asleep. 
The sleep is a perfectly natural one; it is possible to arouse people from it 
as easily as from any deep sleep and they show up as special symptoms of 
catalepsy or rigidity. But tenseness, expectancy, tautness lead to the Witch, 
to paroxysm and to trance; whereas relaxation and trust lead to the father, and 
sleep is one step farther away from tenseness and trouble, whenever the fright 
is too great to bear.' 

"(2) I am interested in knowing how interculturally widespread the 
visual, temporal, enh teny and kinesthetic disorientation and disorganization 
(so-called dyslexia, right-left confusion, etc.) are. According to recent 
studies, between 10 and 25 per cent of the normal population (the percentage 
depending on the séverity of criteria) in Denmark, Sweden, France and U. S. A. 
are found to have some degree of these difficulties." 

(For further explanation, see M. Maruyama, "Reading Disability - A Neurolog- 


ical Point of View," The Independent School Bulletin, the Secondary Education 








Board, Milton, Massachusetts, April 1958.) 


RO CHAE SONG, 180-24 Donam-Dong, Songsuk-ku, Seoul, Korea, is 
interested in obtaining material concerning biochemical and neurophysiological 


studies of the brain. 


000 
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REVIEW AND NEWSLETTER 


Transcultural Research in Mental Health Problems 


The Newsletter was originated by staff members of McGill 
University to provide a useful channel of communication for psy- 
chiatrists and social scientists in different parts of the world who are 
concerned with the relationship between culture and mental health. Its 
purpose is to help co-ordinate scientific effort by pooling information 
about on-going research and to introduce the work and programmes of 
persons engaged in this particular area of mental health research to 
those in other countries. 


This Newsletter does not duplicate the function of standard 
scientific journals. Rather, it offers an informal medium through which 
ideas may be exchanged while programmes are still tentative or in their 
on-going stages. It brings to readers data from persons in out-of-the- 
way places who would otherwise not report their highly interesting and 
important observations. And further, the Newsletter carries a certain 
amount of pertinent material gathered from those foreign periodicals 
which are not readily accessible to most people in the field. 


The present issue is the sixth since the Newsletter was first 
launched in May, 1956. While the volume of information received may 
alter the number of issues in any one year, it is presently estimated that 
about two letters a year will serve reasonably well the purpose for 
which the publication has been designed. 


The Transcultural Newsletter now has correspondents in 46 
countries representing every continent. It reaches close to 700 persons, 
many of whom are engaged in active research programmes. 
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